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ABSTRACT 
Although cognitive behavioral therapy (CBT) is an efficacious treatment for adolescent 
depression, recent findings indicate that positive treatment effects are reduced among youth with 
a history of childhood interpersonal trauma (CIT). The processing of emotionally-difficult content 
has been previously emphasized in therapeutic models for the treatment of depression, as well as 
post-traumatic stress disorder. The present study evaluated the impact of emotion processes on 
treatment outcomes in two forms of psychotherapy (CBT and usual care treatment) for 
adolescent depression. This study observationally coded client emotional involvement, 
specifically during discussions of trauma-related content, as a potentially critical mechanism of 
change in proximal (emotion dysregulation) and distal (depressive symptom) treatment outcomes. 
Findings showed that client emotional involvement can be reliably evaluated, and further parsed 
into two separate constructs. Overall, results demonstrated limited evidence to support the link 
between client emotional involvement and treatment outcomes, as no statistically significant 
associations were found. Methodological and clinical implications are discussed.   
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Background and Significance 
Overview: Adolescent Depression and Childhood Interpersonal Trauma 
Adolescent depression. Depressive disorders in adolescence are associated with 
serious functional impairment (Birmaher, et al., 1996) and predict a range of future problems such 
as recurrent depressive episodes, substance abuse, impaired occupational functioning, early 
childbearing, reduced global functioning, and lowered life satisfaction (Bardone, Moffitt, Caspi, & 
Dickson, 1996; Lewinsohn, Rohde, Seeley, Klein, & Gotlib, 2003). The lifetime prevalence rate of 
depressive disorders in adolescence is estimated between 15 - 20%, with an annual incidence 
rate of 7.7% (Lewinsohn, Hops, Roberts, Seeley, & Andrews, 1993). Therefore, depressive 
disorders in youth are highly prevalent, and are associated with significant impairment and 
subsequent dysfunction in adulthood. 
Childhood interpersonal trauma. An epidemiological study of youth (ages 2-17) by 
Finkelhor and colleagues examined base rates of exposure to childhood interpersonal trauma 
(CIT; Finkelhor, Ormrod, Turner, & Hamby, 2005). Their findings revealed that over 50% of youth 
had experienced a physical assault and 1 in 12 experienced sexual victimization. More than 1 in 3 
had witnessed violence or experienced another form of indirect victimization. Of those youth, 
approximately 10% reported the victimization occurred within the home. Notably, emotional abuse 
was the most commonly reported form of maltreatment. Furthermore, youth with one victimization 
experience had a greater likelihood of experiencing additional victimization during the same year.  
Base rates of CIT exposure in youth have been found to be higher among clinical 
samples. In one study, 47% of children referred to community clinic treatment had documented 
histories of CIT (Lau & Weisz, 2003). Another study revealed that approximately 37% of clinic-
referred youth had histories of physical or sexual abuse; rates were higher when witnessing 
domestic violence was included (Walrath, Ybarra, Sheehan, Holden, & Burns, 2006). Two studies
 2 
 
found that approximately 40% of youth referred for treatment of depression reported CIT 
exposure (Gudmundsen & Shirk, 2003; Hammen, Rudolph, Weisz, Rao, & Burge, 1999). Thus, 
these data underscore the pervasiveness of CIT, particularly among clinic-referred adolescents. 
In the current study of depressed youth, CIT is defined as the experience of physical assault, 
sexual victimization, severe psychological maltreatment, or witnessing domestic violence.  
Childhood interpersonal trauma predicts the onset of depression. The chronic 
stress of CIT (compared to non-interpersonal trauma, which are more often characterized as 
single events; e.g., Terr, 1990) has been linked to the dysregulation of psychophysiological 
systems related to depression (Bremner & Vermetten, 2001; Weiss, Longhurst, & Mazure, 1999). 
As such, a large body of evidence demonstrates that CIT is related to the development of major 
depressive disorder in both adolescents and adults. For example, research by Kilpatrick and 
colleagues found high associations between exposure to interpersonal violence and depression 
in adolescents (Kilpatrick, et al., 2003). Bernet and Stein (1999) found that physical, sexual, 
emotional abuse, or neglect predicted earlier onset of depressive episodes and higher rates of 
other comorbid disorders in a sample of depressed adults. In another study, Paolucci, Genuis and 
Violato (2001) estimated that the experience of childhood sexual abuse increased the risk of 
becoming depressed or suicidal by 21%. Thus, CIT represents a major risk factor for the 
development of depressive disorders later in life.   
Childhood interpersonal trauma predicts outcomes in CBT for depression. 
Cognitive behavioral therapy (CBT) has been demonstrated as an efficacious treatment for 
adolescent depression (Brent, et al., 1997; Klein, Jacobs, & Reinecke, 2007). However, recent 
findings indicate substantial variability in CBT response, in that approximately 30-40% of 
adolescents continue to meet diagnostic criteria or remain symptomatic at post-treatment 
assessments (Rohde, Clark, Mace, Jorgensen, & Seeley, 2004; Shirk, Kaplinski, & Gudmundsen, 
2008; TADS, 2004; Weisz, McCarty, & Valeri, 2006). Recent research also indicates that CIT 
predicts CBT outcomes for depression in youth. CIT is associated with increased likelihood of 
depressive relapse, psychiatric hospitalization at post-treatment, and lower treatment response 
rates (Asarnow, et al., 2009; Barbe, Bridge, Birmaher, Kolko, & Brent, 2004; Lewis, et al., 2010; 
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Shamseddeen, Asarnow, Clark, et al., 2011; Shirk, et al., 2008). In other words, CBT has been 
consistently observed to be less efficacious for a considerable subsample of depressed youth. 
Identifying the “active” processes in CBT related to positive treatment effects (e.g., Kazdin, 1999) 
could have significant public health implications.   
CBT for Depressed Adolescents with CIT: Why Examine Emotion Processes?  
Childhood interpersonal trauma negatively impacts emotion regulation and socio-
emotional functioning. A considerable evidence base has demonstrated the negative short- and 
long-term effects of child maltreatment and witnessing interpersonal violence on emotional 
development (cf. Cicchetti, 1990). Trauma exposure has been shown to negatively impact 
emotion expression, understanding, recognition, and communication, all of which underlie 
adaptive emotion regulation abilities (e.g., Shields & Cicchetti, 1998; Shipman & Zeman, 2001). 
Not surprisingly, deficits in emotion regulation have been implicated in the development of 
psychopathology (Cicchetti, Ackerman, & Izard, 1995; Eisenberg & Fabes, 2002), especially 
anxious and depressed symptomatology (Maughan & Cicchetti, 2002). A growing body of 
literature also links the experience of CIT to heightened emotional sensitization, especially for 
negative affect (e.g., Hennessy, Rabideau, Cicchetti, Cummings, 1994; Maughan & Cicchetti, 
2002). Therefore, depressed youth with CIT represent a considerable subgroup for whom 
adaptive emotion regulation processes are often compromised. Consequently, examining the 
impact of emotion processes in CBT outcomes may be particularly important. 
Existing evidence-based treatments for youth with childhood interpersonal trauma 
target emotion processes as a primary mechanism of change. Modifying patients’ ineffective 
or maladaptive emotion regulation strategies has been a target for intervention in evidence-based 
treatments (EBTs) (e.g., Foa & Kozak, 1986; Linehan, 1993; Southam-Gerow & Kendall, 2002; 
Suveg, Southam-Gerow, Goodman, & Kendall, 2007). For example, Trauma Focused-Cognitive 
Behavioral Therapy (TF-CBT), a prominent model for treating youth with CIT, has been 
demonstrated as an efficacious treatment for children and adolescents with PTSD (Cohen, 
Deblinger, Mannarino, & Steer, 2004; Cohen, Mannarino, & Knudsen, 2005; Cohen & Mannarino, 
1996, 1998; Deblinger, Lippman, Steer, 1996; Deblinger, Steer, Lippman, 1999). Central to this 
 4 
 
treatment are building emotion identification and modulation skills, teaching stress management, 
and the reconstruction of a trauma narrative as a form of prolonged exposure to reduce trauma-
related symptoms. Specifically, the creation and retelling of the youth’s trauma narrative is 
thought to enable youth to recall traumatic experiences with reduced anxiety (e.g., intrusive 
trauma-related imagery, avoidance, and maladaptive cognitions) and to explore processes (e.g., 
cognitions and emotions) related to the trauma and its impact (Cohen, Mannarino, & Deblinger, 
2002). The processing of emotional content related to traumatic experiences is thus fundamental 
to the overall therapeutic approach. As such, targeting emotional processes related to trauma 
exposure may be critical to address psychopathology in youth with CIT.    
Emotional processes predict outcome in psychotherapy for depression. The 
existing psychotherapy process literature for the treatment of depression in adults reveals some 
provocative results. In a study of cognitive therapy for adults with major depressive disorder, 
Castonguay and colleagues (1996) found a positive correlation between clients’ “emotional 
experiencing” (e.g., increasing clarity, elaboration and integration of emotional reactions into 
cognitions) and depressive symptom reduction. Interestingly, the authors found that therapist 
focus on cognitive components of therapy (e.g., clarifying the impact of cognitive distortions) was 
negatively correlated with treatment outcome. Other research demonstrated that the depth of in-
session processing of emotional content, particularly when it occurred late in the course of 
treatment, predicted reductions in depression symptoms in experiential treatment for adults (Pos, 
Greenberg, Goldman, & Korman, 2003).   
Among youth treatments, much less attention has been given to the processing of 
emotional content and relationships to outcome. In a school-based trial of CBT for adolescent 
depression, initial findings demonstrated that client emotional involvement was associated with 
treatment outcome, defined as the reduction of depressive symptoms (Crisostomo, 2009). For 
this sample of depressed youth, client emotional involvement was defined as the focus of 
treatment segments on: emotional content (e.g., adolescents’ mood, or recalled events in which 
emotions were elicited from the adolescent), adolescent disclosure of emotion, and depth of 
processing [of the event/context of emotion] by the adolescent. Results indicated that client 
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involvement in the didactic cognitive and behavioral components of treatment (e.g., identifying 
and restructuring maladaptive cognitions, learning relaxation skills and pleasant activity planning) 
was not significantly related to treatment outcome.  
Interestingly, emotional involvement was also related to changes in emotion 
dysregulation variables as measured by the Responses to Stress Questionnaire (RSQ: Connor-
Smith, Compas, Wadsworth, Thomsen & Saltzman, 2000). Specifically, emotional involvement 
was positively associated with decreases in self-reported emotional arousal and rumination (from 
pretreatment to mid-treatment measures), and these changes prospectively predicted later 
depressive symptom reductions (Crisostomo, 2009). These results were consistent with other 
analyses using the same sample, which indicated that CBT for adolescent depression was 
primarily associated with reduction in maladaptive responses to stress (Gudmundsen, 2008). The 
findings by Crisostomo (2009) were some of the first to identify links between in-session 
therapeutic processes and changes in hypothesized change mechanisms in CBT for adolescent 
depression. This research also highlighted the importance of emotional processes in multi-
component, manualized EBTs for youth depression.   
 Taken together, these findings suggest that the processing of emotionally-difficult 
content may be a relevant mechanism of change in CBT for adult and youth depression. These 
results echo earlier work that has suggested that the effectiveness of CBT might be improved by 
expanding the therapeutic focus beyond symptoms at the cognitive and behavioral levels to the 
underlying, implicit affective meanings (Samoilov & Goldfried, 2000). Additional research also 
suggests that eliciting affect first, then subsequently utilizing specific CBT techniques (such as 
cognitive restructuring) might be more effective than implementing core therapeutic techniques 
alone (DeRubeis, 2006). 
Emotion processes are central in “Third Wave” cognitive and behavioral 
approaches. Traditional CBT conceptualizations have historically underemphasized the 
importance of emotion in intervention (e.g., Beck, Emery, & Greenberg, 1985), despite the 
assumption that cognitions, behaviors and emotions are interconnected. Traditional CBT 
approaches do not focus on the expression and experiencing of emotion as a critical component 
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of treatment. Instead, CBT typically targets (maladaptive) cognitions and behavior patterns 
associated with emotion. An explicit focus on emotion processing may be one feature that 
distinguishes CBT from psychodynamic and interpersonal therapies for depression (Wiser & 
Goldfried, 1993). This distinction was also suggested by research attempting to characterize 
therapeutic processes in a standard language (e.g., Psychotherapy-Process Q-Set (PQS): Ablon 
& Jones, 1999). Experiential therapies (e.g., Emotion-Focused Therapy (EFT): Elliott, Watson, 
Goldman & Greenberg, 2004; Greenberg & Safran, 1987) target the processing of emotional 
events in order to help clients reorganize the cognitive and affective meanings of these events, 
and have been shown to be an effective treatment for internalizing disorders in adults 
(Greenberg, 2002; Greenberg & Safran, 1987; Pascual-Leone & Greenberg, 2007).  
Recently there has been growing interest in the importance of emotion in cognitive-
behavioral interventions (Mennin & Farach, 2007). This has been exemplified by “Third Wave” 
CBT approaches, such as Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & 
Wilson, 1999), Dialectical Behavioral Therapy (DBT; Linehan, 1993), and other mindfulness-
based treatments (Roemer & Orsillo, 2010; Segal, Williams & Teasdale, 2002), all of which have 
demonstrated efficacy for internalizing disorders in adults. In the current study, mindfulness 
strategies are used in the m-CBT treatment condition to address as a way of coping with trauma-
related cognitions and emotions that impact adolescents’ current socio-emotional functioning. In 
line with the increasing recognition of the importance of emotion in cognitive-behavioral 
approaches, it is likely then, that identifying specific therapeutic processes related to emotion and 
outcome in youth treatments would be fruitful.    
Treatments for adolescents in usual care settings implement approaches with an 
explicit focus on emotional processes. Efforts to characterize treatments found in usual care 
(UC) settings (e.g., Kazdin, Bass, Ayers, & Rodgers, 1990; Weersing & Weisz, 2002; Weersing, 
Weisz, Donenberg, 2002) have indicated that treatment providers typically implement non-
behavioral methods. Instead, therapists in UC settings tend to favor eclectic and psychodynamic 
approaches over cognitive and behavioral approaches, particularly for youth with internalizing 
problems (Weersing & Weisz, 2002). One observational study that compared CBT and UC 
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treatment conditions for youth depression demonstrated that UC therapists used more client-
centered, psychodynamic, and family therapeutic interventions (Weisz, et al., 2009). Specifically, 
UC therapists tended to use techniques such as validation, attempts to understand clients’ 
perspectives, exploration of client’s past experiences, and interpretation of client’s behaviors 
more frequently than CBT therapists. Therefore, similar to early theories regarding the 
mechanisms of change in play therapy (e.g., Axline, 1949), methods such as catharsis, the 
exploration of effects of early experiences, and the expression of emotion through language may 
have served as treatment techniques of choice for psychological maladjustment for youth in UC 
settings. It is likely, then, that client emotional involvement (via the processing of emotionally-
difficult content) was an important component of UC therapies. 
Client emotional involvement in conversations about trauma-related content may 
be related to outcome. Initial examinations of in-session client emotional involvement have 
demonstrated relationships to outcome in CBT for youth depression (Crisostomo, 2009). While 
previous studies of emotion processes in CBT represent an important first step in linking client 
emotional involvement with treatment outcome, some limitations are noted. This study 
observationally coded emotional involvement during the “check-in” segments of therapy in which 
therapists and adolescents discussed events of the past week. Coding was therefore completed 
during non-specific discussions of content, as opposed to targeting issues specific to the 
adolescent’s presenting symptoms (e.g., core conflictual relationship themes; Luborsky & Crits-
Christoph, 1998). Therefore, for the present sample, client emotional involvement, specifically 
within the context of discussions of youth’s traumatic experiences and related consequences 
(herein termed trauma-related content) could be more tightly linked to outcome than general 
emotional involvement in therapy.  
 Client emotional involvement in conversations about trauma-related content may 
be linked to changes in measures of emotion regulation. Similar to the development of the 
trauma-narrative in TF-CBT (Cohen, Mannarino, & Deblinger, 2002), discussions of trauma-
related content could potentially serve as a form of repeated exposure to reduce trauma-related 
symptoms. From this perspective, active involvement in disclosure, recollection, and discussion of 
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traumatic experiences in therapy could result in reductions in specific measures of emotion 
dysregulation. These may include reduced intrusive trauma-related imagery and cognitions, 
rumination, and emotional and physiological arousal. Additionally, in the context of discussions of 
trauma-related content, therapists model new strategies to modify trauma-related cognitions and 
emotions (e.g., anger, shame and/or stigmatization, feelings of responsibility, and mistrust of 
others; DePrince, Zubriggen, Chu, & Smart, 2010). For example, therapists might engage in 
problem-solving, challenge inaccurate cognitions, or explore alternative perspectives. These 
efforts may address inaccurate or maladaptive beliefs and emotions to facilitate greater 
understanding and reorganization of underlying cognitive schemas (e.g., Pennebaker, 1997) 
about the self, others, and the world.  
In the present study, emotional involvement was hypothesized to potentially influence 
changes in emotion dysregulation variables in both treatment conditions. The m-CBT condition 
provided explicit cognitive and behavioral skills training and mindfulness skill training around 
content specific to CIT. Consistent with the model put forth by DeRubeis (2006), client emotional 
involvement coupled with explicit skills training might have been more effective than emotional 
involvement alone. The UC condition was anticipated to target emotion regulation skills through 
the verbalization of emotions through language, and scaffolding of emotional awareness through 
the exploration of previous experiences and making connections to client’s emotions and 
behaviors (e.g., Axline, 1949; Freud, 1968).  
Summary and Hypotheses 
In summary, the current study evaluated the relationship between emotion processes and 
outcome in two forms of therapy for depressed adolescents with CIT. Specifically, this study 
explored the impact of client emotional involvement in discussions of trauma-related content as a 
predictor of treatment outcomes.  Aims and hypotheses related to this goal were:  
Aim 1. Evaluate the association between level and pattern of emotional involvement in 
therapy and treatment outcome (reductions in depressive symptoms, from Session 1 to post-
treatment assessments) among depressed adolescents with CIT. 
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Hypothesis 1. It was hypothesized that greater client emotional involvement would be 
positively associated with reductions in depressive symptoms in both the m-CBT and UC 
treatment conditions.   
Aim 2. Evaluate the possibility that the association between client emotional involvement 
and reductions in depressive symptoms is moderated by treatment condition.   
Hypothesis 2. It was hypothesized that client emotional involvement would be 
differentially associated with change in depressive symptoms across treatment conditions. Client 
emotional involvement coupled with explicit emotion regulation skills training was thought to 
impact depressive symptomatology more than emotional involvement alone. Therefore, a 
stronger link between emotional involvement and reductions in depressive symptoms was 
anticipated in the m-CBT condition than in the UC treatment condition. If the two groups differed 
on overall level of emotional involvement and conditions differed on overall treatment outcome, 
emotional involvement would be tested as a mediator of these condition differences. 
Aim 3. Evaluate the association between emotional involvement and change in emotion 
dysregulation variables (from pretreatment to post-treatment assessments).    
Hypothesis 3. It was hypothesized that emotional involvement would be significantly 
related to change in emotion dysregulation variables associated with depressive symptomatology. 
Specifically, emotional involvement was hypothesized to be positively associated with reductions 
in rumination, intrusive thoughts, physiological arousal and emotional arousal. 
Aim 4. Evaluate the possibility that the association between emotional involvement and 
change in emotion dysregulation variables is moderated by treatment condition.   
 Hypothesis 4. It was hypothesized that emotional involvement would be differentially 
associated with reductions in rumination, intrusive thoughts, physiological arousal and emotional 
arousal across treatment conditions. The m-CBT condition provided manualized, didactic skills 
training thought to be related to emotion dysregulation. A stronger relationship with emotional 
involvement was anticipated in the m-CBT condition. If condition effects emerged, emotional 
involvement would be tested as a mediator of condition differences in changes in emotion 
dysregulation variables.
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Methods 
Participants 
The data were obtained from a community-based randomized clinical trial of individual 
psychotherapy for depressed youth with CIT. Participants were 43 adolescents (n = 36 females, n 
= 7 males) between the ages of 13 and 17 (M = 15.48, SD = 1.53) with a primary diagnosis of a 
depressive disorder (Major Depressive Disorder (n = 35), Dysthymic Disorder (n = 3), or 
Depressive Disorder – Not Otherwise Specified (n = 5)) who were referred for outpatient 
treatment through a large community mental health agency. The sample consisted of 49.6% non-
Hispanic Caucasian youth. Hispanic (33%) and African American (38%) youth comprised the 
largest ethnic minority subsets of the sample. The ethnic diversity represented was greater than 
the ethnic/racial composition of the metropolitan area (U.S. Census Bureau, 2011). Participants 
endorsed having experienced at least one incident of: physical abuse (49%); being seriously 
threatened (35%); witnessing violence within the home or community (58%); sexual abuse (67%); 
and emotional abuse (47%). A majority of the sample endorsed experiencing more than one type 
of trauma throughout their lifetime: one type (23%); two types (28%); three or more types (46%). 
A majority (58%) of the sample endorsed all three symptom criteria (re-experiencing, avoidance, 
and arousal) of post-traumatic stress; 46% met full DSM-IV diagnostic criteria for Post-Traumatic 
Stress Disorder. Based on parent/guardian-reports on the Child Behavior Checklist DSM-IV 
Oriented Scales (CBCL DOS; Achenbach et al., 2001), 33% of the sample had clinically-
significant levels of anxiety. Twenty-eight percent of the sample had scores falling within the 
clinical range for Attention Deficit Hyperactivity Disorder, and 37% for Conduct Disorder. Forty-
nine percent of the sample fell within the clinically-significant range on two CBCL DSM-IV 
Oriented Scales; 21% of the sample had clinically-significant symptoms on three or more scales. 
Approximately 14% of the sample endorsed using illegal substances at least three times a week.
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For the present study, eligibility criteria included: 1) a score greater than 16 on the Beck 
Depression Inventory – Second Edition (BDI-II: Beck, et al., 1996), and 2) a reported history of 
CIT by the adolescent, parent, or the Department of Human Services. Potential participants were 
excluded if: 1) adolescents received concurrent psychological treatment for depression, 2) 
adolescents attempted suicide within the last three months of the pretreatment interview, 3) 
adolescents had self-injurious behavior that required hospitalization or emergency room 
treatment within the last three months of the pretreatment interview, 4) diagnostic criteria for 
bipolar disorder and/or comorbid substance dependence disorder were met, 5) presence of 
psychotic symptoms or intellectual deficit (i.e., IQ less than 70). 
Procedures 
Prior to the initiation of the clinical trial, all procedures were approved by the institutional 
review board at the University of Denver and the community clinic review board. The intake 
clinician for the community clinics identified potential study participants during standard intake 
interviews. When this clinician made an initial, primary clinical diagnosis of a depressive disorder, 
the family was informed of their eligibility to participate in the research study (see Figure 1; n = 
109 adolescents). The parent/guardian of the adolescent were then asked to provide consent to 
be contacted by research staff (n = 101). Subsequently, participants and their parent/guardian 
were invited to a complete a pretreatment research assessment at the community clinic with a 
graduate-level research assistant (n = 93), and participants again provided consent to participate 
in treatment study procedures. 
 Adolescents (n = 43) who met all study inclusionary criteria during pretreatment 
assessments were assigned to treatment conditions using a stratified randomization procedure 
based on participant gender, given the gender differences in prevalence rates in trauma exposure 
(Pimlott-Kubiak & Cortina, 2003) and adolescent depression (Nolen-Hoeksema, 1990). 
Respective clinicians were asked to contact clients within two weeks of the pretreatment research 
assessment to initiate treatment. Participants ineligible for the study (n = 50) were placed on the 
clinic waitlist, in line with clinic policy. Treatment sessions from both conditions were audio-
recorded to allow for evaluation of treatment differentiation, fidelity, and therapeutic process 
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coding. Participants were also asked to complete questionnaires throughout treatment, and 
complete two research interviews: one that occurred sixteen weeks after the pretreatment 
assessment (referred to herein as the “post-treatment assessment”), and another after three 
months following the post-treatment assessment (referred to as the “follow-up assessment”).  
Therapists and Treatments 
 As shown in Figure 1, eligible adolescents were randomized into either the m-CBT (n = 
20) or UC treatment conditions (n = 23). Thirty-six participants attended at least one treatment 
session (m-CBT: n = 15; UC: n = 21). Non-significant differences were found between conditions 
in the average number of total sessions attended in the acute phase of treatment (i.e., between 
pretreatment and post-treatment assessments; m-CBT: M = 7.53, SD = 3.27; UC: M = 6.61, SD = 
3.64; t (34) = - 0.61, p = 0.54).  
Therapists. The m-CBT and UC treatments were implemented by community clinicians. 
The m-CBT condition was implemented by two Caucasian therapists (one male, doctoral-level 
clinician with twenty-eight years of clinical experience; one female, masters-level clinician with ten 
years of experience) who expressed interest in participating in the treatment study. Therapists in 
the UC condition were two Caucasian, female, doctoral-level clinicians (with three and four years 
of clinical experience, respectively) who volunteered to participate in the UC treatment condition. 
The therapists in the m-CBT condition completed a one-day workshop, conducted by Drs. 
Roemer (consultant), DePrince, and Shirk, that provided review of basic CBT principles, taught 
components of m-CBT, and mindfulness exercises. Therapists in the m-CBT condition each 
completed a practice case prior to the start of the randomized clinical trial; thereafter they 
received one hour of weekly supervision by Dr. DePrince. UC therapists were supervised by the 
clinic team leader, consistent with clinic policy. Therapists in both conditions were compensated 
financially for time spent conducting therapy sessions, supervision hours (m-CBT condition only), 
and earned a small honorarium for the return of audiotapes and in-session treatment measures 
completed by adolescents.  
Treatments. The m-CBT protocol (DePrince & Shirk, 2013) was a revised, twelve-
session, manualized CBT for adolescents with depression previously evaluated by two studies 
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(Rosello & Bernal, 1999; Shirk, Kaplinski, & Gudmundsen, 2008). The treatment retained the core 
structure of the original manual, and had a specific emphasis on implementing mindfulness-based 
strategies around content specific to adolescents with CIT. The treatment included standard 
didactic portions of CBT (e.g., monitoring moods and cognitions, modifying maladaptive 
cognitions, relaxation skill building, and pleasant activity assignments), as well as a meta-
cognitive approach to emotion regulation by building key mindfulness skills, such as taking a non-
judgmental stance of observing, describing, and participating (Linehan, 1993; Segal, et al., 2002). 
These mindfulness-based strategies were hypothesized to improve concentration, awareness of 
cognitions, emotions, bodily sensations, and attention to living in the present (as opposed to 
ruminating about past events). The m-CBT protocol included explicit instruction for therapists to 
address cognitions related to adolescents’ experience of interpersonal trauma throughout 
treatment. Addressing trauma-related cognitions was a treatment element that was specific to the 
m-CBT condition.  
A stratified randomized sampling procedure was used to evaluate m-CBT treatment 
fidelity from randomized participants who attended at least one therapy session. For participants 
who attended fewer than five sessions (n = 18), two sessions were randomly selected for fidelity 
coding; for those who attended 6 or more sessions, three sessions were selected. Observational 
coding of treatment content was completed on 30.2% (42/139) of therapy sessions attended 
within the m-CBT condition. A subset of double-coded sessions (50%; 21/42) demonstrated high 
inter-rater reliability (ICC = .86). Overall, results indicated that the m-CBT treatment was delivered 
with a high degree of fidelity to the treatment as developed, with 85% of prescribed components 
delivered.   
Based on findings from previous research (Weisz, Southam-Gerow, Gordis, et al, 2009; 
Weersing & Weisz, 2002), the UC treatment condition was anticipated to be an eclectic form of 
therapy that involves psychodynamic, supportive, and family approaches as well as other non-
behavioral methods. As indicated by the director of the community clinics, the treatment for 
depressed adolescents was anticipated to be comprised of a blend of individual supportive and 
family therapeutic techniques, with limited implementation of cognitive and behavioral approaches 
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(personal communication with Drs. DePrince and Shirk, 2009). Treatment implemented in the UC 
treatment condition did not follow a specified manual, and was based on the therapists’ case 
formulation. Therapists were anticipated to have elicited emotions related to significant life 
events, used strategies such as reflection and validation for expressed emotions, and helped 
clients to understand the underlying meanings of life events and experiences.  
In order to identify the therapeutic techniques employed in the UC treatment condition, a 
stratified random sampling procedure was used. One session from the early (sessions 1 to 4), 
middle (sessions 5 to 8), and late phases (sessions 8 to 12) of treatment were used. Thirty-five 
percent (63/182) of therapy sessions were observationally coded using a modified version of the 
Therapy Process Observational Coding System for Child Psychotherapy – Strategies Scale 
(TPOCS-S; McLeod, 2010). Reliability analyses demonstrated adequate item-level inter-rater 
reliability (ICC’s ranged from .59 to .74 for TPOCS-S subscales; ICC = .91 for full-scale TPOCS-
S). Descriptive statistics of TPOCS-S subscale extensiveness ratings (on a seven-point 
extensiveness rating, where 1 = none or not covered and 7 = extensively covered) were: client-
centered (M = 5.33, SD = 0.97); cognitive (M = 1.46, SD = .91); behavioral (M = 1.56, SD = 1.07); 
psychodynamic (M = 2.03, SD = 1.09); and family (M = 1.41, SD = 1.03). As anticipated, the UC 
condition included minimal emotion regulation skill training: mindfulness (M = 1.00, SD = 0.00). 
Overall, results indicated that treatment in the UC condition consisted of interventions employing 
strategies from multiple theoretical orientations at generally low levels of extensiveness, except 
for client-centered strategies. Essentially, no mindfulness-based strategies were observed. 
Measures 
Kiddie-Schedule for Affective Disorders and Schizophrenia – Present and Lifetime 
Version (K-SADS-PL: Kaufman, et al., 1997). The K–SADS is a semi-structured diagnostic 
interview that generates DSM-IV (APA, 2004) diagnoses (including Major Depressive Disorder, 
Dysthymic Disorder, Bipolar Disorder, Post-Traumatic Stress Disorder, and Substance 
Dependence) and symptom severity. In the present study, the K-SADS was administered by 
graduate students trained in the administration of the interview by Dr. Elizabeth George, who 
previously conducted trainings on the administration of the K-SADS for prior NIMH funded 
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projects. The K-SADS was used to screen adolescents for inclusionary and exclusionary 
disorders at the pretreatment interview. The K-SADS has demonstrated adequate reliability and 
validity in youth samples (Kaufman, et al., 1997). For the present study, 25% (25/101) of 
pretreatment assessments were double-coded by graduate student raters for diagnostic reliability. 
Results demonstrated good reliability for specific type of depressive disorder (Kappa = 0.61). 
Regarding the presence or absence of a depression diagnosis, 92% agreement among raters 
was found. 
Beck Depression Inventory—Second Edition (BDI-II: Beck, Steer, Ball, & Ranieri, 1996). 
The BDI-II, a 21-item self-report measure of depression, was used to assess a wide range of 
depression symptoms. The BDI-II is a widely used dimensional measure of depression with 
adults and has demonstrated good psychometric properties. A significant body of research 
supports the use of the BDI-II with adolescents (e.g., Kumar, Steer, Teitelman, & Vallacis, 2002; 
Stapleton, Sander, Stark, 2007). Participants completed the measure at pretreatment and post-
treatment assessments, as well as after completing Sessions 4, 8, and 12. In the present study, 
treatment outcome was defined as the change in BDI-II scores (indicating change in depressive 
symptom severity) from Session 1 to post-treatment assessments.  
Emotional Involvement Coding Scale (EICS: Crisostomo, 2009). The original EICS is a 4-
item measure used to evaluate clients’ emotional involvement in treatment. The items of the EICS 
were based on a review of psychotherapy process literature on client involvement and affective 
experiencing, expression, and disclosure. Items were adapted from the Psychotherapy Process 
Q-Set (PQS; Ablon & Jones, 1999) and by theoretical approaches guided by Pennebaker (1997) 
and Pascual-Leone and Greenberg (2007). Although the original scale showed good internal 
consistency (Chronbach’s α = 0.80), adequate inter-rater reliability (ICC = 0.91), and was related 
to outcomes, items were modified for the present study in order to assess level of emotional 
involvement specifically in discussions of trauma-related content. Coding items used for the 
present study included: 1) does the adolescent initiate discussion or introduce topics related to 
his or her trauma experience; 2) Does the adolescent offer information or elaborate about his or 
her trauma experience; 3) Is the adolescent actively avoidant in participating in the discussion of 
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their trauma experience; 4) Does the adolescent provide verbal connections between their trauma 
experience and past or current emotional reactions; 5) Does the adolescent provide verbal 
connections between their trauma experience and past or current functioning in interpersonal 
relationships; 6) The adolescent demonstrated emotional arousal during discussions; 7) The 
adolescent’s emotional arousal disrupted and interfered with discussions. Items were rated on a 
scale from 0 (none) to 5 (a great deal). Psychometric properties of the EICS are presented in the 
Results section, below.   
Responses to Stress Questionnaire (RSQ: Connor-Smith, et al., 2000). The RSQ 
assesses a range of cognitive and behavioral responses employed by adolescents when 
adapting to negative events. The present study used a modified version of the RSQ adapted to 
assess adolescents’ maladaptive, involuntary responses to general stress. The RSQ was 
administered at pretreatment and post-treatment assessments. All items of the modified-RSQ 
were rated on a four-point scale from “not at all” to “a lot.” The four RSQ subscales (n = 3 items 
per subscale) examined in the present study were those specifically relevant to emotion 
dysregulation associated with depressive symptomatology: Rumination, Intrusive Thoughts, 
Physiological Arousal and Emotional Arousal subscales. Sample items included I can’t stop 
thinking about how I am feeling; I get upset by things that usually don’t bother me; and I feel sick 
to my stomach or get headaches.  
Coding of Therapeutic Process 
For the present study, the coding of emotional involvement in trauma-related content 
occurred in two phases. The first phase involved the identification of trauma-related content; the 
second involved coding these segments for emotional involvement. Trauma-related content was 
coded from therapy sessions which occurred in the acute phase of treatment (prior to the post-
treatment assessment).    
Phase 1: Identifying trauma-related content. The investigator developed a rubric for 
identifying trauma-related content for subsequent process coding by listening to fifteen treatment 
sessions from m-CBT training cases. Identified segments were therapeutic discussions of: details 
of traumatic events experienced, emotional reactions following trauma (e.g., shame, blame, guilt), 
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and/or trauma-related cognitions (e.g., “It’s all my fault,”). Research assistants were then trained 
by the investigator to identify trauma-related content from both treatment conditions using these 
guidelines to: 1) identify the presence/absence of trauma-related content in a session, and 2) 
identifying the start and stop points of discussions of trauma-related content, within 60 seconds of 
points originally time-marked by the investigator. Assessment of reliability indicated 100% 
agreement with the investigator on both criteria. After initial training, research assistants 
participated in weekly coding meetings with the investigator to discuss and problem-solve 
identification issues until completion of this phase of the study. 
 For identification purposes, treatment sessions were randomized by participant. Sessions 
were then reviewed in sequential order, as verbal references by the therapeutic dyad were often 
linked to discussions that occurred in previous sessions. Research assistants were provided 
information regarding adolescents’ specific trauma history (i.e., trauma type, age at earliest/most 
recent exposure, frequency, relationship to perpetrator(s)) to aid in the segment identification 
process. Segments identified with trauma-related content (n = 286) were then coded for 
emotional involvement.  
Phase 2: Coding trauma-related content for Emotional Involvement. The modified-
EICS scale was initially tested on identified segments from the m-CBT training/pilot cases to 
provide information on the level of coding difficulty, need for additional coding guidelines, and 
modification of coding items. Based on initial feasibility analyses (accounting for issues including 
potential for coding reliability, mean and modal length of identified segments in Phase 1), 
minimum “codable” segment length was set to 30 seconds; maximum length was set to 10 
minutes. Segments of trauma-related content greater than 10 minutes were further broken down 
into acceptable length (e.g., a 15-minute segment was separated into two smaller segments: 10 
minutes, and 5 minutes, respectively). Additionally, trauma-related content separated by more 
than 60 seconds of discussions of non-trauma-related content were further parsed into distinct 
segments of trauma-related content. Therefore, it was possible for a treatment session to have 
several distinct discussions of trauma-related content that were further broken down into smaller, 
“codable” segments. Identified segments were excluded (n = 81) from coding procedures if: a 
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parent/guardian verbally participated in therapeutic discussions; segments were less than 30 
seconds in length; difficult content discussed was not explicitly linked to CIT; or the therapeutic 
discussion was inaudible.    
Training independent raters. Two, independent, graduate-level raters were trained to 
code for emotional involvement from identified segments of trauma-related content. Each coder 
first independently rated client involvement from six segments of trauma-related content (included 
in the present study) to provide an initial estimate of coding reliability. Weekly coding meetings 
were held and coding adjustments were made through an iterative process until the criterion level 
of consistency (ICC > 0.80) was attained. Reliability analyses were computed after 25% of the 
identified segments were coded, and again prior to coding completion to avoid rater drift. Scale 
analyses and descriptives of the coding of trauma-related content are presented in the Results 
section, below.   
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Results 
Preliminary analyses 
Eighty-two percent (36/43) of randomized participants attended at least one therapy 
session. When comparing the sample of participants who attended at least one therapy session 
to the subsample of participants who did not initiate therapy, non-significant differences (all p’s > 
.10; significance criterion set to p < .10 due to small sample size) were found on: pretreatment 
demographic (i.e., sex, ethnic minority status, negative life events, and family income); 
pretreatment mental health (i.e., BDI-II scores, CBCL Affective Disorder DOS, CBCL Internalizing 
Problems subscale, scores on emotion dysregulation variables (RSQ subscales), KSADS PTSD 
severity scores, number of types of CIT, age at first CIT, age at most recent CIT, maximum 
frequency of CIT, or number of perpetrators); ability (i.e., WISC-IV Similarities subscale scores); 
and treatment variables (i.e., condition, therapist, clinic site). One marginally significant difference 
emerged between these two groups; participants who initiated treatment were slightly younger (M 
= 15.30 years, SD = 1.54) than those than those who did not attend at least one treatment 
session (M = 16.43 years, SD = 1.13); t (41) = 1.82, p = .08.   
A majority of (86%) of participants had at least one session in which trauma-related 
content was discussed.  When comparing the sample of participants with trauma-related content 
(n = 30) to the subsample of participants without trauma-related content (n = 5), non-significant 
differences were found on the pretreatment demographic, mental health, and treatment variables 
described above (all p’s >.10), with the exception of the WISC-IV Similarities subscale scores. 
The subsample of participants without at least one session with trauma-related content had lower 
WISC-IV Similarities subscale scores (M = 6.40, SD = 1.34) than those with at least one session 
of trauma-related content discussed (M = 8.77, SD = 2.12); t (33) = -2.41, p = 0.02.  
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Analyses presented below are from the sample of 30 participants (m-CBT: n = 12; UC: n 
= 18) who had at least one session of trauma-related content in which segments met the coding 
guidelines, specified above. Of this sample, two participants had missing post-treatment outcome 
data because of failing to respond to attempts to schedule post-treatment assessments. To 
provide a more adequate representation of the treated sample, and to improve statistical power 
(Allison, 2002), data imputation procedures were used. Independent sample t-tests and chi-
square tests were conducted comparing adolescents with and without outcome data on model 
and demographic variables. These results produced no significant differences (all p’s > .22). 
When comparing regression results from imputed and non-imputed data, the maximum 
differences in β’s were minimal. Data imputation was conducted with the student-version PRELIS 
(Lisrel, 8.80; Jöreskog & Sörbom, 2002). Nineteen variables outside the model were used to 
impute missing data. Previous research using simulated data has demonstrated that multiple 
imputation provides a more accurate representation of missing scores than other methods, such 
as last observation carried forward, mean substitution, or regression imputation (Little & Rubin, 
1987). The PRELIS program successfully imputed missing values for post-treatment scores for 
the BDI-II and RSQ. 
Given that the sample used for the present study represented a subsample of the 
participants initially randomized into the study (70%; 30/43), additional analyses were conducted 
to examine whether significant differences on pretreatment variables existed between treatment 
conditions (Table 1). There were marginally significant differences between treatment conditions 
on: age (m-CBT: M = 14.75 years, SD = 1.48; UC: M = 15.78 years, SD = 1.56; t (28) = 1.81, p = 
0.08); negative life events (m-CBT: M = 14.02, SD = 5.23; UC: M = 10.06, SD = 5.30; t (28) = -
2.02; p = .05); and maximum frequency of CIT: X
2 
(3, n  = 29) = 5.86,  p = 0.05 (Table 2). All other 
pretreatment variables (described above) demonstrated non-significant differences between 
treatment conditions (all p’s > 0.15). Due to sample size, and because age, negative life events, 
and maximum frequency of CIT were not significantly related to depressive symptom or emotion 
dysregulation outcome variables, these demographic variables were not included in subsequent 
analyses. 
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Within the sample used for present analyses, two participants had only one session in 
which trauma-related content was discussed; six participants had two sessions; twenty-two 
participants had three or more sessions. More than half (57.0%) of the total number of sessions 
attended during the acute phase of treatment (n = 237 sessions) contained trauma-related 
content that was later extracted for observational coding. With regards to total duration of trauma-
related content discussed, non-significant differences were found for treatment condition (m-CBT: 
M = 63.86 min, SD = 72.89 min; UC: M = 37.30 min, SD = 32.83 min, F (1, 28) = 1.85, p = .18), 
and for therapist assignment: F (3, 26) = 2.30, p = .10. Non-significant correlations were found 
between length of total trauma-related content and pretreatment characteristics described above 
(all p’s > .10), with the exception of ethnic minority status. Mean length of trauma-related content 
was significantly lower for ethnic minority youth (M = 31.60 min, SD = 28.43 min) than ethnic 
majority youth (M = 76.13 min, SD = 73.12), F (29) = 5.69, p = 0.02.  
EICS Reliability and Psychometrics. Aggregation strategies were employed to account 
for treatment sessions in which multiple segments of trauma-related content were coded. Mean 
scores were calculated for each EICS item at the session-level. Based on a random sample of 
24% of segments coded across the full spectrum of treatment sessions (i.e., Sessions 1 through 
12), inter-rater reliability was good, with a two-way, random effects intraclass correlation (ICC) of 
.81.  
Data reduction strategies were also explored. Although the participant to variable ratio 
was less than optimal, an exploratory factor analysis was employed to examine whether a 
general emotional involvement factor could be constructed using all seven items of emotional 
involvement. A principal components analysis (PCA) was computed using one randomly selected 
session from each participant across treatment. In accordance with eigenvalue, scree plots, and 
factor interpretability, two factors were extracted using an oblimin rotation that accounted for 
80.03% percent of the variance in client emotional involvement. Four items loaded on one factor, 
tapping youths’ active verbal initiation, and attempts to integrate cognitions and emotions during 
discussions of trauma-related content (items 1, 2, 4, and 5); hereafter referred to as the Positive 
Emotional Involvement factor (“Positive EI”). Three items, tapping youths’ expression of negative 
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affect and emotional arousal (items 3, 6, and 7) loaded on the second factor, hereafter referred to 
as the Negative Emotional Involvement factor (“Negative EI”). The item-factor loadings are 
provided (Table 3). 
Item analysis was also computed using the same set of randomly selected sessions, 
described above. The internal consistency of the EICS was computed for the seven item scale 
(Chronbach’s α = 0.67). Corrected item-total correlations ranged from r = .07 to 0.66. Further 
analyses indicated improvements in internal consistency when items composing the Positive EI 
factor were analyzed together (Chronbach’s α = 0.88). For the Positive EI scale, corrected item-
total correlations also showed improvements compared to the seven-item EICS scale (r’s ranged 
from 0.42 to 0.89). Improvements in internal consistency were also found when items composing 
the Negative EI scale were analyzed together (Chronbach’s α = 0.87); improvements in corrected 
item-total correlations were also found (r’s ranging from 0.60 to 0.90). Due to high inter-item 
correlations, session-level composite scale scores were computed separately for both Positive 
and Negative EI factors by calculating a sum score of the items comprising each respective 
factor. Scores ranged from 0 to 20 for Positive EI, and 0 to 15 for Negative EI. Session-level 
composite scores were used in subsequent analyses using Positive and Negative EI variables.   
Normality, Skewness and Kurtosis. See Table 4 for the descriptive statistics for all 
study variables. The normality of all study variables were examined and found to be acceptable; 
the skew and kurtosis were within acceptable limits. Correlations among study variables are 
included in Table 5. 
Depressive symptom outcomes. To evaluate change in depression symptoms over the 
course of treatment, a paired samples t-test was computed to compare Session 1 and post-
treatment BDI-II scores. Results demonstrated significant reductions in depressive symptoms: M 
= 8.33, SD = 15.12; t (29) = 3.02, p = 0.01. Non-significant differences were found by treatment 
condition, t (30) = .28, p = .53. The magnitude of change in depression symptoms demonstrated 
non-significant relationships with pretreatment variables, related to: demographic (i.e., age, sex, 
negative life events, and family income); mental health (i.e., CBCL Affective Disorder DOS, CBCL 
Internalizing Problems subscale, emotion dysregulation variables (RSQ scores), number of types 
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of CIT, age at first CIT, age at most recent CIT, maximum frequency of CIT, or number of 
perpetrators); ability (WISC-IV Similarities subscale scores); or treatment variables (i.e., 
condition, therapist, clinic site), all p’s > .18. However, two variables were found to be related to 
the reduction in depressive symptoms: pretreatment PTSD symptom severity (r = .55, p = .01), 
and ethnic minority status (F (1, 28) = 6.11, p = 0.02; ethnic majority youth: M = 4.00, SD = 11.93; 
ethnic minority youth: M = 16.89, SD = 14.69). Additional exploratory analyses were conducted to 
determine the impact of pretreatment PTSD symptom severity and ethnic minority status on 
associations between EI and depression outcomes (below). 
Emotion dysregulation outcomes. Analyses of relationships among the four emotion 
dysregulation variables (Rumination, Intrusive Thoughts, Physiological Arousal and Emotional 
Arousal subscales of the RSQ) demonstrated strong inter-subscale correlations (r’s ranged from 
.63 to .81 for pretreatment subscale scores; .62 to .84 for post-treatment subscale scores). 
Therefore, in order to limit test-wise error, separate, composite pretreatment and post-treatment 
RSQ scores were computed using a sum of each of the four subscale scores, and are used in 
subsequent analyses examining emotion dysregulation outcomes. Results demonstrated 
significant reductions in emotion dysregulation scores from pretreatment to post-treatment: M = 
2.59, SD = 3.1; t (29) = 4.56, p = 0.00. Non-significant differences were found in mean reductions 
by treatment condition: t (28) = .58, p = .57. The magnitude of change in emotion dysregulation 
scores demonstrated non-significant relationships (all p’s > .10) with pretreatment demographic 
(i.e., age, sex, negative life events, and family income); mental health (i.e., initial BDI-II scores, 
CBCL Affective Disorder DOS, CBCL Internalizing Problems subscale, number of types of CIT, 
age at first CIT, age at most recent CIT, maximum frequency of CIT, or number of perpetrators); 
ability (WISC-IV Similarities subscale scores); or treatment variables (i.e., therapist, clinic site). 
Exceptions included pretreatment PTSD severity scores (r = .31, p = 0.01), and ethnic minority 
status (F (1, 28) = 4.15, p = 0.05; ethnic majority youth: M = 1.15, SD = 1.96; ethnic minority 
youth: M = 3.42, SD = 3.37). Exploratory analyses were conducted to determine the impact of 
pretreatment PTSD symptom severity and ethnic minority status on predicted associations 
between EI and emotion dysregulation outcomes (below). 
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Primary analyses 
 In order to evaluate the association between the level and pattern of EI and depression 
treatment outcomes (Aim 1), a structural equation modeling program was used (M-Plus Version 
6.12; Muthen & Muthen, 2011) to fit two, separate, latent growth curves (LGCs) to estimate the fit 
of Positive and Negative EI (see Figure 2 for proposed model). For both models, parameters 
were specified as random intercept i, and a random slope, s. LGCs estimated for individually-
varying times of observation of EI. Initial models attempted to construct a LGC utilizing ten 
observations of EI, but were not able to terminate successfully due to an ill-conditioned Fisher-
information matrix (used to calculate the covariance matrices associated with maximum-likelihood 
estimates). LGCs using seven EI observations were successfully estimated due to the larger 
sample size of available observations.  
 The LGC for the Positive EI factor with seven successive measurements used methods 
of maximum likelihood estimation (MLR; robust to non-normality and non-independence of 
observations), and showed a respectable fit with the data (AIC = 640.263; BIC = 656.250). The 
intercept (average initial level) of Positive EI was 10.48, p < 0.001; the variance for intercept was 
6.07, p = .29. These results indicated that the initial level of Positive EI had non-significant 
variation among individuals. The average slope of Positive EI was 0.02, p = .56; variance for 
slope = .00, p = .77, which indicated that Positive EI had a non-significant change (shift in overall 
mean). In other words, the LGC for Positive EI provided non-significant evidence for variability in 
intercept (initial level) and rate of change (slope).  
Similarly, the LGC for the Negative EI factor with seven successive measurements used 
methods of maximum likelihood estimation (MLR). The model demonstrated a respectable fit with 
the data (AIC = 450.06; BIC = 466.05). The intercept (average initial level) of Negative EI was 
1.51, p < 0.01; variance for the intercept was 1.10, p = .62. These results demonstrated that the 
initial level of Negative EI did not statistically differ among individuals. The average slope was 
0.01, p = .40; variance for slope = .00, p = .47. Results indicated that Negative EI had a non-
significant change (shift in overall mean). Thus, the univariate LGC did not provide evidence for 
significant variability in intercept (initial level) and rate of change (slope) for Negative EI.   
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Therefore, subsequent growth curve models to simultaneously estimate LGCs for EI and 
depressive symptoms (Aim 1), and EI and emotion dysregulation outcomes (Aim 3) could not be 
employed. As an alternative to using LGCs, additional methods to evaluate Positive and Negative 
EI over the course of therapy were used. Based on consideration of sample size, variables were 
calculated to represent mean EI and mean within-participant variability in EI (in standard deviation 
units) over the course of treatment. Two variables were computed for the Positive EI factor. For 
example, for a participant with three sessions of coded trauma-related content, mean Positive EI 
score = [ ∑ Positive EI composite factor scores for sessions j, k, l ] / 3. Similarly, variability in 
Positive EI = [ ∑ SD Positive EI composite factor scores for sessions j, k, l ] / 3. Therefore, two 
variables were created, representing the within-subject means and mean within-subject variability 
(in standard deviation units) in Positive EI across treatment. Parallel procedures were employed 
to create these variables for the Negative EI factor. The large correlation between mean Negative 
EI and variability in Negative EI (r = .92, p = .00) indicated a significant overlap in measurement 
(Table 5). Table 4 demonstrates that a majority of segments received minimal scores for mean 
Negative EI. As such, any variability in mean Negative EI was biased to be in the positive 
direction, resulting in the high correlation with mean Negative EI scores. Therefore, in order to 
streamline the number of analyses computed, variability in Negative EI was excluded from 
subsequent analyses examining the relationship between EI and treatment outcome.  
EI and Depressive Symptom Outcomes. In order to evaluate the association between 
EI on post-treatment depressive symptoms (Aim 1) and whether associations were moderated by 
treatment condition (Aim 2), separate, hierarchical linear regression analyses were computed for 
the three EI variables (mean Positive EI, mean Negative EI, and variability in Positive EI, 
respectively). For each of these analyses, post-treatment BDI-II was the dependent variable. 
Session 1 BDI-II was entered in Step 1, the EI variable in Step 2, treatment condition in Step 3, 
and the centered interaction between the EI variable and treatment condition in Step 4.  
Mean Positive EI and Depressive Symptoms. As shown in Table 6, inclusion of mean 
Positive EI (Step 2) provided a non-significant increase in explained variance: R
2
change = 0.02; F 
(1, 27) = .73, p = .40. The interaction between treatment condition and mean Positive EI resulted 
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in a non-significant increase in explained variance in post-treatment BDI-II: R
2
change = 0.01; F (1, 
25) = .15, p = .70. 
Mean Negative EI and Depressive Symptoms. As shown in Table 7, inclusion of mean 
Negative EI produced a non-significant contribution to the prediction of post-treatment BDI-II 
(Step 2): R
2
change = 0.02; F (1, 27) = .67, p = .42. Results indicated that the inclusion of the 
interaction between treatment condition and mean Negative EI (Step 4) provided a non-significant 
contribution to the prediction of post-treatment BDI-II: R
2
change = 0.01; F (1, 25) = .25, p = .62. 
Variability in Positive EI and Depressive Symptoms. As shown in Table 8 (Step 2), 
variability in Positive EI produced a non-significant contribution to the prediction of post-treatment 
BDI-II: R
2
change = 0.02; F (1, 27) = .72, p = .40. The inclusion of the interaction between treatment 
condition and variability in Positive EI was marginally significant, when Session 1 BDI-II, 
variability in Positive EI, and treatment condition were controlled (Step 4): R
2
change = 0.12; F (1, 21) 
= 3.86, p = .06. Figure 3 depicts the interaction. In the UC condition, there was a non-significant 
association between variability in Positive EI and post-treatment BDI-II scores; in the m-CBT 
condition, higher variability in Positive EI scores was marginally associated with higher post-
treatment BDI-II scores. 
EI and Emotion Dysregulation Outcomes. To examine the associations between EI 
variables and emotion dysregulation scores at post-treatment (Aim 3), and to evaluate whether 
associations were moderated by treatment condition (Aim 4), hierarchical linear regressions were 
computed. For each of these analyses, the dependent variable was post-treatment emotion 
dysregulation (RSQ) scores. Pretreatment RSQ scores were entered in Step 1, the EI variable in 
Step 2, treatment condition in Step 3, and the centered interaction between EI variable and 
treatment condition in Step 4. 
Mean Positive EI and Emotion Dysregulation. As shown in Table 9 (Step 2), the 
inclusion of mean Positive EI provided an increase in additional variance explained that 
approached statistical significance: R
2
change = 0.10; F (1, 27) = 3.76, p = .06. Results indicated that 
higher mean levels of Positive EI were marginally associated with higher levels of emotion 
dysregulation at post-treatment. The inclusion of the interaction between treatment condition and 
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mean positive EI provided a marginally significant increase in variance explained in the prediction 
of post-treatment RSQ scores (Step 4): R
2
change = 0.10; F (1, 25) = 3.80, p = .06. Figure 4 depicts 
the interaction: in the UC condition, there was a non-significant association between mean 
Positive EI and post-treatment RSQ scores; mean Positive EI was associated with post-treatment 
RSQ scores in the m-CBT condition, indicating that higher mean Positive EI scores were 
marginally associated with higher post-treatment RSQ scores. 
Mean Negative EI and Emotion Dysregulation. Results demonstrated that the inclusion 
of mean Negative EI in the model provided a marginally significant increase in explained variance 
of post-treatment RSQ scores (Table 10, Step 2): R
2
change = 0.10; F (1, 27) = 3.76, p = .06. Higher 
levels of mean Negative EI was associated lower post-treatment RSQ scores, approaching 
statistical significance. Moderation analyses indicated that the inclusion of the interaction between 
treatment condition and mean Negative EI (Table 10, Step 4) provided a non-significant 
contribution to the prediction of post-treatment RSQ scores: R
2
change = 0.01; F (1, 25) = .02, p = 
.89. 
Variability in Positive EI and Emotion Dysregulation. Non-significant results emerged 
when examining the contribution of variability in Positive EI on post-treatment RSQ scores, 
controlling for pretreatment RSQ scores (Table 11, Step 2): R
2
change = 0.00; F (1, 23) = .04, p = 
.84. The inclusion of the interaction between treatment condition and variability in Positive EI 
provided a significant increase in explained variance (Table 11, Step 4): R
2
change = 0.26; F (1, 21) 
= 9.73, p = .01. Figure 5 depicts the interaction; in the UC condition, variability in Positive EI was 
non-significantly associated with post-treatment RSQ scores; in the m-CBT condition, the 
association between variability in Positive EI and post-treatment RSQ scores was significant. This 
indicated that greater variability in Positive EI was associated with lower post-treatment RSQ 
scores. 
Exploratory Analyses 
Additional exploratory hierarchical linear regression analyses were conducted, given 
findings that two pretreatment client characteristics were associated with treatment outcomes. 
Specifically, reduction in depressive symptoms was correlated with pretreatment PTSD symptom 
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severity (r = .55, p = .01) and ethnic minority status (Spearman’s r = .41, p = .02). Reduction in 
emotion dysregulation was also correlated with pretreatment PTSD symptom severity (r = .31, p = 
.04) and ethnic minority status (Spearman’s r = .34, p = .06). Separate, parallel analyses 
reexamined whether the associations between EI and treatment outcomes were moderated by 
treatment condition (Aims 2 and 4), while additionally controlling for pretreatment PTSD severity 
scores and ethnic minority status (entered in Step 2), respectively. To minimize the number 
exploratory analyses, regression analyses were recomputed only for interactions (EI variables by 
treatment condition) that were previously shown to explain a significant amount of variance in 
post-treatment outcome variables. In each of these analyses, pretreatment client characteristics 
were included as a control variable in the second step.   
Pretreatment PTSD symptom severity. Regression analyses were computed to 
evaluate the relationship between variability in Positive EI and post-treatment BDI-II (Table 12). 
The standardized regression coefficients for the interaction between variability in Positive EI and 
treatment condition increased and became statistically significant when comparing the original 
model (Table 8, Step 4, β = -.45, p = .06) to the exploratory model that accounted for 
pretreatment PTSD symptom severity (Table 12, Step 4; β = -.47, p = .05).  
 Regression analyses computed to evaluate the relationship between mean Positive EI 
and post-treatment RSQ scores are shown in Table 13. The standardized regression coefficient 
for the interaction in the original model (Table 9, Step 4: β = .36, p = .06) increased and became 
statistically significant when pretreatment PTSD symptom severity was accounted for in the 
exploratory model (Table 13, Step 4: β = .39, p = .04).  
Table 14 shows the relationship between variability in Positive EI and post-treatment 
RSQ scores. Accounting for pretreatment PTSD severity in the exploratory model resulted in an 
increase in the standardized regression coefficient for the interaction (Table 14, Step 4: β = -.68, 
p = .01), when compared to the original model (Table 11, Step 4: β = -.63, p = .01). 
 Ethnic minority status. Regression analyses examining variability in Positive EI and 
depression outcomes are shown in Table 15. Ethnic minority status was a significant predictor of 
post-treatment BDI-II scores in Step 2, and remained a significant predictor of outcomes in Step 
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4. The interaction between variability in Positive EI and treatment condition was a non-significant 
predictor of post-treatment BDI-II scores. The magnitude of the standardized regression 
coefficient for the interaction of variability in Positive EI by treatment condition in the original 
model (Table 8, Step 4: β = -.45, p = .06) decreased and became non-significant in the 
exploratory model that accounted for ethnic minority status (Table 15, Step 4: β = -.32, p = .14).  
Table 16 shows analyses evaluating the relationship between mean Positive EI and post-
treatment RSQ scores. The standardized regression coefficient for the interaction in the original 
model (Table 9, Step 4: β = .36, p = .06) decreased and became non-significant in the exploratory 
model that accounted for ethnic minority status (Table 16, Step 4: β = .28, p = .15). 
Regression analyses evaluating the relationship between variability in Positive EI and 
post-treatment RSQ scores are shown in Table 17. The standardized regression coefficient for 
the interaction in the original model (Table 11, Step 4: β = -.63, p = .01) decreased slightly, but 
remained statistically significant in the exploratory model that accounted for ethnic minority status 
(Table 17, Step 4: β = -.58, p = .01).     
No pretreatment variables, including demographic (age, sex, negative life events, 
income); mental health (initial depression severity, CBCL Affective DOS, CBCL Internalizing 
Problems subscale, emotion dysregulation scores, PTSD symptom severity, types of trauma, age 
at first and at most recent trauma, number of different perpetrators of trauma, maximum 
frequency of trauma); ability (WISC-IV Similarities subscale score); and treatment variables 
(condition, clinic, therapist) were found to be significantly associated with ethnic minority status 
(all p’s > .23). 
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Discussion 
Although cognitive behavioral therapy has been established as an efficacious treatment 
for adolescent depression (Brent, et al., 1997; Klein, et al., 2007; Rosello & Bernal, 1999), a 
growing body of evidence indicates that treatment effects are dampened among youth with a 
history of childhood interpersonal trauma (Asarnow, et al., 2009; Barbe, et al., 2004; Lewis, et al., 
2010; Shamseddeen, et al., 2011; Shirk, et al., 2008). Therapeutic models for post-traumatic 
stress symptoms have emphasized the importance of processing emotionally-difficult events 
through exposure or cognitive processing (e.g., Cohen, et al., 2002; Foa & Kozak, 1986; Linehan, 
1993), and investigators have highlighted the role of emotional processing in the treatment of 
depression (Elliott, et al., 2004; Greenberg & Safran, 1987; Hayes, Beevers, Feldman, et al., 
2005; Hayes, Feldman, Beevers, et al., 2007). Therefore, in the context of a clinical trial for 
depressed adolescents with CIT, the present study aimed to evaluate the role of client emotional 
involvement as a potentially critical mechanism of change in two forms of psychotherapy for 
depressed adolescents.   
Contrary to study hypotheses, collectively, results provided only minimal and fragmented 
evidence to support a link between client emotional involvement and proximal and distal 
treatment outcomes. For the full sample, associations between emotional involvement variables 
and outcomes were, at best, only marginally significant. None of the emotional involvement 
variables predicted change in depressive symptoms. The only emergent pattern involved links 
between both positive and negative emotional involvement and changes in emotion 
dysregulation, but these associations did not attain statistical significance. Moreover, the patterns 
of association ran contrary to expectations, with findings indicating that higher positive emotional 
involvement was associated with higher emotion dysregulation, and higher negative emotional 
involvement was associated with lower emotion dysregulation at post-treatment assessments.
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These results suggest that greater adaptive or modulated emotional involvement in therapy is a 
negative predictor of outcome, at least with regard to emotion dysregulation.  
Attempts to evaluate the pattern of emotional involvement across treatment were 
restricted due to findings that indicated that both positive and negative emotional involvement are 
relatively stable processes across treatments. The measure of variability in emotional 
involvement was used as an alternative to longitudinal growth curve modeling analyses to 
measure changes in emotional involvement over time. As such, no a priori predictions were made 
regarding the construct of variability in emotional involvement in relation to outcomes. However, 
in order to further understand the construct of variability, individual patterns of positive 
involvement were examined. This evaluation showed that higher variability scores represented 
several patterns, including increases, decreases, and inter-session inconsistency in emotional 
involvement across time. Thus, variability could not be reduced to a uniform pattern of variation 
across participants. 
Analyses evaluating possible moderation of the link between emotion involvement and 
outcome by treatment condition also produced mixed results. For those in the m-CBT condition, 
only marginally significant results emerged for positive emotional involvement and higher emotion 
dysregulation outcomes, and variability in positive emotional involvement and higher depression 
outcomes. The significant interaction between variability in positive emotional involvement and 
treatment condition for emotion dysregulation scores revealed a marginally significant association 
only in the m-CBT condition, such that higher variability in positive emotional involvement was 
related to lower emotion dysregulation scores.  
Additional exploratory analyses that considered pretreatment client characteristics when 
evaluating moderation by treatment condition also produced mixed findings. When pretreatment 
post-traumatic stress symptoms were accounted for, improvements were found in the magnitude 
of associations and strengthened the statistical significance between emotional involvement and 
treatment outcomes. However, these offered limited evidence when considering the 
preponderance of analyses computed. Additional analyses that accounted for ethnic minority 
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status, by and large, reduced associations between emotional involvement and treatment 
outcomes.   
Therefore, when considered as a whole, results provided limited evidence to support the 
positive contribution of client emotional involvement as an active ingredient in m-CBT or UC 
treatments for depressed adolescents with CIT. Results indicated that positive emotional 
involvement, originally hypothesized to account for positive outcomes, yielded non-significant 
associations. Results also revealed features of emotional involvement that ran contrary to original 
hypotheses. That is, higher negative emotional involvement was associated with lower emotion 
dysregulation at post-treatment, albeit non-significantly. Additionally, the only statistically 
significant finding, that greater variability in positive emotional involvement was associated with 
less emotion dysregulation in m-CBT, is difficult to understand insofar as variability included 
different patterns of involvement over the course of treatment. One possibility is that variability 
reflects titration of emotional processing at various points in therapy, and that such variation is 
linked to outcome in m-CBT. However, taken together, results were largely statistically unreliable 
and did not demonstrate a consistent pattern of associations. Overall, these emergent results 
were surprising for several reasons.  
First, results indicated significant change in the two main dependent variables, 
depressive symptoms and emotion dysregulation, during the acute phase of treatment. Significant 
reductions in these two outcomes were found, despite attrition and youths’ sporadic treatment 
attendance. Descriptive analyses of these treatment outcomes demonstrated sufficient variability 
that would enable the identification of an association, should one be present.  
The pattern of results is not likely to be the result of problems with the measurement of 
emotional involvement. The present study used an observational coding system that has 
demonstrated good to excellent psychometric properties now in two studies (the current study, 
and Crisostomo, 2009). The modified version of the EICS represented a methodological 
improvement over the original EICS, in that it was specifically modified to code for emotional 
involvement in targeted content theoretically related to youth’s primary presenting clinical issues. 
The present study also offered a close evaluation of the emotional involvement construct. 
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Although the previous study of emotional involvement conceptualized it as a unitary construct, 
results from item analyses and preliminary factor analyses suggested the presence of two 
different types of emotional involvement. Items within the positive and negative emotional 
involvement factors demonstrated face validity and appeared to evaluate conceptually similar 
constructs within each subscale. Improvements in scale reliability were also found when 
examining these subscales separately, providing additional evidence supporting the presence of 
a two-factor model of emotional involvement. The present study subsequently evaluated primary 
aims by conducting separate, parallel analyses of emotional involvement as two separate 
constructs, as suggested by results from scale analyses. 
Additionally, the mixed results supporting the role of emotional involvement in positive 
treatment outcomes does not appear to be a function of sampling methodology used to identify 
content from which emotional involvement was coded. The present study employed systematic 
extraction of trauma-related content by reviewing all therapy sessions in both the m-CBT and UC 
treatment conditions. That is, rather than using random sampling methods to determine the 
coding of particular sessions or specific segments of sessions, as is the norm in psychotherapy 
process research for youth and adults (e.g., Chu and Kendall, 2004), full therapies were reviewed 
for the presence of trauma-related content to optimize the ability to comprehensively evaluate 
emotional involvement. Although it is possible that involvement in other segments of therapy 
might produce different results, targeting trauma-related content had the virtue of content 
specificity and relevance. 
Furthermore, it is unlikely that the findings that emerged between emotional involvement 
and treatment outcomes were due to limited statistical variability in the emotional involvement 
variables. Descriptive analyses indicated adequate variability in the emotional involvement 
predictor variables. Variability was found to be sufficient to identify associations, should they exist 
within the data. 
It is possible that the pattern of results between emotional involvement and treatment 
outcomes could be a function of the limited amount of time allocated to in-session trauma-related 
discussions. Surprisingly, even with complete coding of all sessions, and despite the fact that 
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therapists were informed of relevant clinical information (such as youth’s trauma history, post-
traumatic stress symptoms, and depression severity) prior to starting treatment, discussions of 
trauma-related content were somewhat restricted with regard to duration and frequency. In-
session discussions of trauma-related content did not occur for fourteen percent of youth who 
attended treatment. Pretreatment client characteristics (including demographic, mental health, 
and treatment variables) were non-significantly related to whether trauma was discussed by the 
therapeutic dyad, with the exception of youth’s verbal comprehension abilities. It is possible that 
youth with lower verbal abilities were less inclined to initiate a verbally complex task and address 
traumatic experiences in session, or therapists for these youth may have refrained from initiating 
these discussions. Across both treatment conditions, trauma-focused discussions comprised of 
only twelve percent of the total session time (on average, about 48 minutes) throughout the acute 
phase of treatment. Analyses indicated that the duration of trauma-related discussion was non-
significantly related to changes to treatment outcomes. These results were expected, as the 
quality of discussions of trauma-related content, specifically the level of emotional involvement 
during these discussions, was hypothesized to be the critical component related to treatment 
outcomes. Additionally, relatively few youth discussed trauma-related content across consecutive 
sessions in either treatment condition. Limitations in length of discussions may be due to the 
structured, manualized format of the m-CBT condition that called for specific therapeutic foci in 
each session. Alternatively, given the sporadic treatment attendance in both conditions, 
maintenance of thematic continuity may have been difficult due to pragmatic constraints. It is 
possible, then, that level or consistency of emotional involvement matters little in the context of 
limited or sporadic trauma-focused discussions. Instead, emotional involvement may have a 
greater impact on treatment outcomes in treatments in which the processing of traumatic 
experiences is a central component of therapeutic intervention.   
The present study produced some results worthy of further discussion. Preliminary 
analyses indicated that initial depression severity showed a modest, positive and significant 
association with positive emotional involvement, such that youth who endorsed higher depression 
severity at initial assessments also had higher levels of initiation of discussion, elaboration, and 
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verbal connections between their trauma experience to their emotional and interpersonal 
relationships. A possible explanation for this finding might be that greater disclosure of depressive 
symptoms may have served as a proxy for a general tendency for sharing and discussing 
emotional experiences. However, given that negative emotional involvement was non-significantly 
associated with initial depression severity, it is unlikely that the association between positive 
emotional involvement and initial depression severity was simply a reflection of youth’s general 
emotional distress.   
In addition, preliminary analyses also indicated that higher pretreatment PTSD severity 
was associated with greater depression symptom reduction between pretreatment and post-
treatment assessments. This was an unexpected finding, in the light of prior research indicating 
that post-traumatic stress symptoms inhibit the efficacy of CBT for depression. Supplemental 
analyses were also computed to account for the possible effects of initial depression severity in 
the predictions of change in emotion dysregulation from emotional involvement variables. These 
results indicated that initial depression severity was not a significant predictor of outcomes when 
included in these analyses, nor did it contribute to significant changes in associations between 
emotional involvement and emotion dysregulation outcomes.  
While results largely failed to provide evidence for the importance of emotional 
involvement in treatment outcomes, there were other findings that required additional 
consideration. One marginally significant finding indicated that for youth in the m-CBT condition, 
greater variability in positive emotional involvement was associated with higher depression 
severity at post-treatment. Although statistically unreliable, variability in positive emotional 
involvement accounted for 32% of variance in depressive outcomes in the m-CBT condition, 
when controlling for initial depression severity. In other words, youth in the m-CBT condition with 
greater variation in level of positive emotional involvement across sessions were more likely to 
report higher depressive symptoms at post-treatment assessments. Given that variability does 
not necessarily reflect a consistent pattern of increases, decreases, or inter-session variability in 
emotional involvement, this result was unexpected. However, recent findings from the literature 
on depression and emotion processing in adults may shed light on this result. Hayes and 
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colleagues (Hayes et al., 2005, 2007) found that in an integrative therapy for adult depression 
(which incorporated cognitive, behavioral, and emotion-focused techniques), periods of deep, 
cognitive-emotional processing (insight), were often preceded by periods of temporary worsening 
of symptoms. Consistent with other research, the discontinuous pattern of increased 
psychological symptoms, followed by emotional processing, was most strongly associated with 
long-term symptom improvement. This pattern of emotional arousal and activation and 
subsequent cognitive-emotional processing is similar to that described in exposure therapies for 
anxiety disorders (Heimberg & Becker, 2002) and in natural recovery from trauma (Foa, 2001). 
The association between variable involvement and positive outcome in the present study may be 
similar to the ebb and flow of arousal/activation and subsequent symptom improvement that has 
been demonstrated in adult treatments, and may be a function of timing with regard to 
measurement of longitudinal outcomes.   
Some of the results from the present study also signaled potential negative treatment 
processes and outcomes for ethnic minority youth, which comprised over half of the sample. For 
example, ethnic minority youth, relative to ethnic majority youth, engaged in shorter trauma-
related discussions with their therapists. Ethnic minority youth also had fewer reductions in 
emotion dysregulation and depressive symptoms from pretreatment to post-treatment 
assessments. When examining the link between variability in positive emotional involvement on 
post-treatment depression severity, ethnic minority status explained a significant amount of 
variance in post-treatment depression severity. These were each unexpected findings, 
considering that the m-CBT treatment protocol was based on a culturally-sensitive CBT for ethnic 
minority youth (Rosello & Bernal, 1999), and that both treatments were implemented in urban, 
community-clinic settings which served ethnically and culturally-diverse clients. It should be noted 
that both treatment conditions were implemented by Caucasian therapists. Previous research 
indicates no significant effects when examining ethnically and non-ethnically matched therapists 
and adult clients on treatment outcomes, overall functioning, dropout rate, and number of 
attended sessions (Erdur, Rude, Baron, et al., 2000; Shin, Chow, Camacho-Gonsalves, et al., 
2005). However, it is possible that in the current study, mismatch on therapist-client demographic 
 37 
 
variables may have influenced the length of trauma-related discussions, to the extent to which 
these differences may have represented dissimilar perceived values, beliefs or experiences. In 
the current study, results pointing to negative outcomes for ethnic minority youth may be 
indicative of the underlying negative impact of ongoing poverty-related stress on youth’s 
functioning, and underscore the continued importance of interventions targeted for at-risk urban 
youth.   
 One marginally significant finding indicated that for youth in the m-CBT condition, higher 
overall positive emotional involvement was associated with greater emotion dysregulation at post-
treatment. This finding ran contrary to study hypotheses, and was inconsistent with findings from 
a recent study which found positive outcomes on involuntary stress responses, mental health, 
and social-emotional adjustment measures in a school-based mindfulness intervention for urban 
youth (Mendelson, Greenberg, Dariotis, et al., 2010). One interpretation of the finding from the 
current study is that higher emotion dysregulation scores were related to the mindfulness skill-
building activities emphasized in the m-CBT protocol. Through increased training in attention-
building and awareness of youth’s trauma-related cognitions and emotions, youth may have 
become more attuned to their inner emotional experience, and had greater awareness of a 
tendency for emotion dysregulation (particularly rumination and/or arousal related to traumatic 
content). In contrast, due to sporadic treatment attendance, it is also possible that youth in m-
CBT obtained an insufficient “dose” of mindfulness skill-acquisition (e.g., inadequate or 
inconsistent in-session instruction, and/or time to practice outside of session) that translated into 
increased emotion dysregulation due to an inability to effectively use awareness skills. Prior 
research has not shown a curvilinear pattern of change in mindfulness-based studies with adults 
and youth (e.g., Kumar, Feldman & Hayes, 2008; Mendelson et al., 2010), but it is possible that 
increased awareness without improved attention regulation or acceptance skills may increase 
emotion dysregulation, or at least, the awareness of dysregulation.  
An opposite pattern was found between negative emotional involvement and emotion 
dysregulation, such that higher negative emotional involvement was marginally related to lower 
emotion dysregulation scores at post-treatment assessments. This was unexpected, given that 
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positive emotional involvement was originally hypothesized to be related to treatment gains. One 
interpretation is that this result provides some credence to early models of treatment including 
catharsis and the expression of affect through language as a means to address maladjustment 
(e.g., Axline, 1949; Freud, 1968). However, more likely this is a spurious finding, given the 
number of analyses computed and non-significant moderation effects by treatment condition in 
the link between negative emotional involvement and emotion dysregulation. 
 The present study had several limitations worth further noting. First, the study had a small 
sample size and limited ability to detect small to moderate effects. At most, analyses including 
emotional involvement variables included thirty participants. This reduced sample was a result of 
the limited number of youth for whom trauma-related content was discussed in session, attrition 
and treatment attendance, and/or a combination of these factors. Second, attrition, treatment 
attendance, and treatment outcomes were likely influenced by the socioeconomic context in 
which sample youth lived. This context was characterized by significant levels of poverty, poverty-
related stress, instances of repeated victimization, and other factors that could not adequately be 
measured or controlled for within the context of the study. It is very likely that this context 
contributed to variations in outcomes in this community sample. Third, the study focused primarily 
on examining youths’ psychotherapeutic processes as a first step in examining the role of 
processing emotionally-difficult content and treatment outcomes. It would be relevant to examine 
therapist response to youth’s disclosures, and to clarify therapeutic techniques employed by 
clinicians when responding to youth’s discussions of trauma-related content in-session. For 
example, youth who demonstrated higher levels of negative affect during discussions may have 
elicited more supportive statements and empathy from therapists, which may have encouraged 
clients to discuss their experiences at greater length. Conversely, it is also possible that higher 
levels of negative affect from the client may have signaled to therapists that the client may not be 
“ready” to discuss difficult content without detrimental levels of emotional arousal, and therapists 
may have, in turn, changed the topic of discussion, provided psychoeducation, or shifted to 
encouraging the use of coping skills. Further examination of therapist responses to youths’ 
discussions of trauma-related content may provide further clarification of the results of the present 
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study. Lastly, observational or parent-reported measures of adolescents’ emotion dysregulation 
were not collected. It remains unclear whether adolescents’ self-report is the best method to 
assess emotion dysregulation, but these self-reported variables have been shown to be related to 
depressive symptoms in prior studies (Gudmundsen, 2008).   
Although results from this study did not support initial hypotheses, it would be premature 
to assume that client emotional involvement plays no role or a counter-productive role in the 
treatment of youth depression. Analyses from the two studies that have used the EICS point to 
the potential research utility of this coding system to measure emotional involvement during non-
specific and specific psychotherapeutic discussions, and across distinctly different treatment 
methods. Given the short and sporadic nature of the treatments in community clinics, and the 
potential impact of ongoing poverty-related stress on youth functioning, the current context may 
not have been ideal for evaluating this feature of therapeutic process and its relationship to 
treatment outcomes. It is possible that a clearer signal regarding the relationship between 
emotional involvement and treatment outcomes could be obtained in efficacy trials conducted in 
research settings. 
However, at present, the contribution of emotional involvement to treatment outcomes in 
youth psychotherapy remains unclear. While different treatment approaches have emphasized 
the importance of emotional processing and integration of cognitions and emotions in the 
alleviation of psychological symptoms in both youth and adult psychotherapies, results of the 
present study did not provide consistent support for these assumptions. Continued examination of 
the impact of client emotional involvement in other evidence-based treatments for youth disorders 
is therefore warranted. For example, it could be fruitful to examine the role of youth emotional 
involvement during the development of the trauma narrative in Trauma-Focused Cognitive 
Behavioral Therapy (Cohen, Mannarino, & Deblinger, 2002) and reductions in post-traumatic 
stress symptoms. Continued research could shed light on critical mechanisms of change in 
treatment for youth psychotherapy to optimize available modalities and inform treatment 
development.
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Table 1 
Pretreatment Demographic, Mental Health and Ability Sample Characteristics by Condition 
Pretreatment Variable m-CBT (n = 12) Usual Care (n = 18) P 
Age 14.75 (1.48) 15.78 (1.56) .08 
Sex female: n =11 female: n = 15 .47 
Ethnic minority status ethnic minority: n =7 ethnic minority: n = 12 .47 
Negative life events 14.02 (5.23) 10.06 (5.30) .05 
Family income < $20,000: n = 7 
$20,000-$40,000: n = 2 
$40,000-60,000: n = 2 
< $20,000: n = 10 
$20,000-$40,000: n = 3 
$40,000-60,000: n = 1 
.70 
BDI-II 31.25 (11.59) 31.83 (12.81) .90 
CBCL- Affective DOS 64.67 (10.25) 68.39 (10.06) .33 
CBCL - Internalizing 67.17 (10.44) 70.39 (7.87) .34 
RSQ 12.96 (2.58) 12.37 (2.67) .55 
KSADS PTSD 20.50 (7.56) 22.33 (7.43) .52 
Number of types of CIT 2.67 (1.15) 2.50 (1.34) .73 
Age at first CIT 5.33 (3.7) 8.11 (5.27) .13 
Age at most recent CIT 11.42 (4.17) 14.07 (2.69) .02 
Number of perpetrators 2.33 (1.15) 2.33 (1.37) 1.00 
WISC-IV Similarities 8.67 (2.02) 8.94 (2.26) .73 
 
Note: One-way ANOVAs computed for continuous variables (values are listed as Mean (SD)), 
Chi-square tests computed for categorical variables; missing CIT information for one participant 
from UC condition. BDI-II = Beck Depression Inventory - II score; CBCL- Affective DOS = Child 
Behavior Checklist Affective Disorders DSM-IV Oriented Scales; CBCL – Internalizing = Child 
Behavior Checklist Internalizing Disorders subscale; RSQ = Responses to Stress Questionnaire 
composite score; KSADS PTSD = Kiddie Schedule for Affective Disorders Post-Traumatic Stress 
Disorder score; WISC-IV Similarities = Wechsler Intelligence Scale for Children – Fourth Edition, 
Similarities subscale score  
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Table 2 
 
Maximum Frequency of Childhood Interpersonal Trauma by Treatment Condition 
Maximum Frequency of CIT m-CBT  
(n = 12) 
Usual Care 
(n = 18) 
1 4 1 
2 to 4 1 7 
4 or more 7 9 
 
Note: missing information regarding CIT for one participant from UC condition
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Table 3 
 
Factor Loadings on Positive and Negative Emotional Involvement Factors 
Item Loadings on Factor 1:  
Positive EI 
Loadings on Factor 2:  
Negative EI 
1 .91 .19 
2 .92 -.22 
3 -.23 .90 
4 .89 .08 
5 .67 .23 
6 .30 .82 
7 -.09 .95 
 
Note: Item 1 = Does the adolescent initiate discussion or introduce topics related to his or her 
trauma experience?; Item 2 = Does the adolescent offer information or elaborate about his or her 
past trauma experience?; Item 3 = Is the adolescent actively avoidant in participating in the 
discussion of their trauma experience?; Item 4 = Does the adolescent provide verbal connections 
between their trauma experience and past/current emotional reactions?; Item 5 = Does the 
adolescent provide verbal connections between their trauma experience and past/current 
functioning in interpersonal relationships?; Item 6 = Adolescent demonstrated emotional arousal 
during discussions; Item 7 = Adolescent’s emotional arousal disrupted and interfered with 
discussions 
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Table 4 
Descriptive Analyses for Study Variables 
Variable n M SD 
S1 BDI-II  30 27.77 12.53 
Post BDI-II  30 19.43 13.05 
Pre RSQ 30 12.61 2.60 
Post RSQ 30 10.01 3.31 
Mean Pos EI 30 10.27 3.90 
Mean Neg EI 30 1.99 2.02 
Var Pos EI 26 3.81 1.54 
Var Neg EI 26 1.33 1.16 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; Post BDI-II = post-treatment 
Beck Depression Inventory – II score; Pre RSQ = Pretreatment Responses to Stress 
Questionnaire composite score; Post RSQ = Post-treatment Responses to Stress Questionnaire 
composite score; Mean Pos EI = mean Positive Emotional Involvement Factor score; Mean Neg 
EI = mean Negative Emotional Involvement Factor score; Var Pos EI = variability in Positive 
Emotional Involvement Factor scores; Var Neg EI = variability in Negative Emotional Involvement 
Factor scores  
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Table 5 
 
Correlations among Study Variables  
Variable 1 2 3 4 5 6 7 8 
1. S1 BDI-II 1 -- -- -- -- -- -- -- 
2. Post BDI-II .24 1 -- -- -- -- -- -- 
3. Pre RSQ .49** .17 1 -- -- -- -- -- 
4. Post RSQ .35* .59*** .29
+
 1 -- -- -- -- 
5. Mean Pos EI .42* .27 .01
 
.32 1 -- -- -- 
6. Mean Neg EI -.08 -.17 .17 -.22 .02 1 -- -- 
7. Var Pos EI  .08 -.12 -.03 -.05 .01 .02 1 -- 
8. Var Neg EI  -.27 -.21 .08 -.39* -.15 .92*** -.03 1 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; Post BDI-II = post-treatment 
Beck Depression Inventory – II score; Pre RSQ = Pretreatment Responses to Stress 
Questionnaire composite score; Post RSQ = Post-treatment Responses to Stress Questionnaire 
composite score; mean Pos EI  = mean Positive Emotional Involvement Factor score; mean Neg 
EI = mean Negative Emotional Involvement Factor score; Var Pos EI = variability in Positive 
Emotional Involvement Factor scores; Var Neg EI = variability in Negative Emotional Involvement 
Factor scores  
* = p < .05; ** = p < .01; *** = p < 0.001; p = trend-level significance (p = 0.06)  
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Table 6 
 
Hierarchical Regression Analyses Predicting Post-Treatment Depression Severity from Mean 
Positive Emotional Involvement Factor Scores 
Variable Entered R
2
 B SE (B) Β t P 
Step 1       
             S1 BDI-II .09 .32 .19 .30 1.68 .10 
Step 2       
              S1 BD1  
.12 
.24 .21 .23 1.17 .25 
              Mean Pos EI  .57 .67 .17 .85 .40 
Step 3       
              S1 BDI-II 
.16 
.22 .21 .21 1.04 .31 
              Mean Pos EI .67 .67 .20 1.01 .32 
              Condition      5.34 4.78 .20 1.20 .27 
Step 4       
              S1 BDI-II 
.16 
.22 .21 .21 1.06 .31 
              Mean Pos EI .51 .80 .15 .64 .53 
              Condition 5.45 4.86 .21 1.21 .27 
              Condition x Mean Pos EI 
a
 .53 1.37 .09 .39 .70 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; Mean Pos EI = mean Positive 
Emotional Involvement Factor score; Condition = treatment condition; 
a
 = condition coded 
dichotomously and variable centered before products generated  
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Table 7 
 
Hierarchical Regression Analyses Predicting Post-Treatment Depression Severity from Mean 
Negative Emotional Involvement Factor Scores  
Variable Entered R
2
 B SE (B) Β t P 
Step 1       
              S1 BDI-II .09 .32 .19 .30 1.68 .10 
Step 2       
              S1 BD1  
.11 
.30 .19 .29 1.60 .12 
              Mean Neg EI -.96 1.17 -.15 -.82 .42 
Step 3       
              S1 BDI-II 
.17 
.28 .19 .27 1.51 .14 
              Mean Neg EI -1.42 1.21 -.22 -1.17 .25 
              Condition 6.36 4.91 .24 1.29 .21 
Step 4       
              S1 BDI-II 
.18 
.31 .20 .30 1.56 .13 
              Mean Neg EI  -2.34 2.21 -.36 -1.06 .30 
              Condition  6.43 4.99 .25 1.29 .21 
              Condition x Mean Neg EI 
a
 1.36 2.73 .17 .50 .62 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; Mean Neg EI = mean Negative 
Emotional Involvement Factor score; Condition = treatment condition; 
a
 = condition coded 
dichotomously and variable centered before products generated 
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Table 8 
 
Hierarchical Regression Analyses Predicting Post-treatment Depression Severity from Variability 
in Positive Emotional Involvement Factor Scores  
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              S1 BDI-II .20 .51 .21 .45 2.46 .02 
Step 2       
              S1 BD1-II  
.23 
.52 .21 .46 2.50 .02 
              Var Pos EI  -1.34 1.58 -.16 -.85 .40 
Step 3       
              S1 BDI-II 
.23 
.51 .21 .45 2.40 .03 
              Var Pos EI  -1.45 1.63 -.17 -.89 .38 
              Condition 2.15 5.02 .08 .43 .67 
Step 4       
              S1 BDI-II 
.35 
.42 .21 .37 2.02 .06 
              Var Pos EI  .83 1.92 .10 .43 .67 
              Condition  3.16 4.75 .12 .66 .51 
              Condition x Var Pos EI 
a
 -6.51 3.31 -.45 -1.97 .06 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; Var Pos EI = variability in 
Positive Emotional Involvement Factor scores; Condition = treatment condition; 
a
 = condition 
coded dichotomously and variable centered before products generated 
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Table 9 
 
Hierarchical Regression Analyses Predicting Post-Treatment Emotion Dysregulation from Mean 
Positive Emotional Involvement Factor Scores  
Variable Entered R
2
 B SE (B) β t P 
Step  1       
              Pre RSQ .22 .60 .21 .47 2.83 .01 
Step 2       
              Pre RSQ 
.32 
.59 .20 .47 2.94 .01 
              Mean Pos EI  .26 .13 .31 1.94 .06 
Step 3       
              Pre RSQ 
.32 
.60 .21 .47 2.90 .01 
              Mean Pos EI .26 .14 .30 1.87 .07 
              Condition -.28 1.09 -.04 -.26 .80 
Step 4       
              Pre RSQ 
.41 
.65 .20 .52 3.30 .00 
              Mean Pos EI  .09 .16 .11 .60 .55 
              Condition   -.17 1.04 -.03 -.16 .87 
              Condition x Mean Pos EI 
a
 .57 .29 .36 1.95 .06 
 
Note: Pre RSQ = pretreatment Responses to Stress Questionnaire composite score; Mean Pos 
EI = mean Positive Emotional Involvement Factor score; Condition = treatment condition; 
a
 = 
condition coded dichotomously and variable centered before products generated   
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Table 10 
 
Hierarchical Regression Analyses Predicting Post-Treatment Emotion Dysregulation from Mean 
Negative Emotional Involvement Factor Scores 
Variable Entered R
2
 B SE (B) β t P 
Step 1       
             Pre RSQ .22 .60 .21 .47 2.83 .01 
Step 2       
              Pre RSQ 
.32 
.67 .21 .53 3.36 .00 
              Mean Neg EI -.51 .26 -.31 -1.94 .06 
Step 3       
              Pre RSQ 
.32 
.67 .21 .53 3.19 .00 
              Mean Neg EI -.52 .28 -.32 -1.85 .08 
              Condition .07 1.13 .01 .07 .95 
Step 4       
              Pre RSQ 
.32 
.66 .22 .52 3.09 .01 
              Mean Neg EI  -.46 .51 -.28 -.90 .38 
              Condition   .07 1.15 .01 .06 .95 
              Condition x Mean Neg EI
a
 -.08 .61 -.04 -.14 .89 
 
Note: Pre RSQ = pretreatment Responses to Stress Questionnaire composite score; Mean Neg 
EI = mean Negative Emotional Involvement Factor score; Condition = treatment condition; 
a
 = 
condition coded dichotomously and variable centered before products generated   
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Table 11 
 
Hierarchical Regression Analyses Predicting Post-Treatment Emotion Dysregulation from 
Variability in Positive Emotional Involvement Factor Scores    
Variable Entered R
2
 B SE (B) β t P 
Step 1       
             Pre RSQ .18 .55 .24 .42 2.26 .03 
Step 2       
              Pre RSQ 
.18 
.55 .25 .42 2.21 .04 
              Var Pos EI  -.08 .41 -.03 -.20 .84 
Step 3         
              Pre RSQ 
.19 
.56 .25 .43 2.23 .04 
              Var Pos EI  -.04 .42 -.02 -.09 .93 
              Condition -.78 1.29 -.12 -.61 .55 
Step 4        
              Pre RSQ 
.45 
.55 .21 .42 2.58 .02 
              Var Pos EI  .76 .44 .35 1.74 .10 
              Condition   -.50 1.10 -.08 -.46 .65 
              Condition x Var Pos EI 
a
 -2.32 .75 -.63 -3.12 .01 
 
Note: Pre RSQ= pretreatment Responses to Stress Questionnaire composite score; Var Pos EI = 
variability in Positive Emotional Involvement Factor scores; Condition = treatment condition; 
a
 = 
condition coded dichotomously and process variable centered before products generated   
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Table 12 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Depression Severity 
from Variability in Positive Emotional Involvement Factor Scores, Controlling for Pretreatment 
PTSD Symptom Severity 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              S1 BDI-II .20 .51 .21 .45 2.46 .02 
Step 2       
              S1 BD1  
.26 
.82 .32 .73 2.58 .02 
              KSADS PTSD -.64 .50 -.36 -1.28 .21 
Step 3       
              S1 BDI-II 
.28 
.84 .34 .75 2.47 .02 
              KSADS PTSD -.66 .53 -.37 -1.24 .23 
              Var Pos EI  -1.5 1.61 -.18 -.93 .36 
              Condition .42 5.16 .02 .08 .94 
Step 4       
              S1 BDI-II 
.42 
.78 .32 .70 2.48 .02 
              KSADS PTSD -.74 .49 -.42 -1.5 .15 
              Var Pos EI .90 1.86 .11 .48 .63 
              Condition  1.26 4.78 .05 .26 .80 
              Condition x Var Pos EI 
a
 -6.89 3.22 -.47 -2.14 .05 
 
Note: S1 BDI-II = Session 1 Beck Depression Inventory – II score; KSADS PTSD = pretreatment 
Kiddie Schedule for Affective Disorders Post-Traumatic Stress Disorder score; Var Pos EI = 
variability in Positive Emotional Involvement Factor scores; Condition = treatment condition; 
a
 = 
condition coded dichotomously and variable centered before products generated   
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Table 13 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Emotion Dysregulation 
from Mean Positive Emotional Involvement Factor Scores, Controlling for Pretreatment PTSD 
Symptom Severity 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              Pre RSQ .22 .60 .21 .47 2.83 .01 
Step 2       
              Pre RSQ 
.22 
.61 .24 .48 2.51 .02 
              KSADS PTSD -.01 .09 -.01 -.08 .94 
Step 3       
              Pre RSQ 
.34 
.71 .24 .56 2.97 .01 
              KSADS PTSD  -.08 .09 -.19 -.93 .36 
              Mean Pos EI  .31 .15 .36 2.07 .05 
              Condition -.46 1.11 -.07 -.41 .68 
Step 4       
              Pre RSQ 
.45 
.80 .23 .63 3.52 .00 
              KSADS PTSD   -.11 .09 -.24 -1.27 .22 
              Mean Pos EI .15 .16 .17 .91 .37 
              Condition  -.39 1.04 -.06 -.37 .71 
              Condition x mean Pos EI 
a
 -.62 .29 .39 2.13 .04 
 
Note: Pre RSQ = pretreatment Responses to Stress Questionnaire composite score; KSADS 
PTSD = pretreatment Kiddie Schedule for Affective Disorders Post-Traumatic Stress Disorder 
score; Mean Pos EI = mean Positive Emotional Involvement Factor scores; Condition = treatment 
condition; 
a
 = condition coded dichotomously and variable centered before products generated   
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Table 14 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Emotion Dysregulation 
from Variability in Positive Emotional Involvement Factor Scores, Controlling for Pretreatment 
PTSD Symptom Severity 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              Pre RSQ .18 .55 .24 .42 2.26 .03 
Step 2       
              Pre RSQ 
.18 
.54 .29 .43 1.98 .06 
              KSADS PTSD   .01 .09 .01 .07 .95 
Step 3       
              Pre RSQ 
.19 
.56 .29 .43 1.98 .06 
              KSADS PTSD   .00 .10 .00 -.01 .99 
              Var Pos EI  -.04 .43 -.02 -.09 .93 
              Condition -.78 1.34 -.12 -.59 .56 
Step 4       
              Pre RSQ 
.46 
.63 .24 .48 2.65 .02 
              KSADS PTSD   -.07 .08 -.15 -.80 .43 
              Var Pos EI .83 .45 .38 1.84 .08 
              condition  -.62 1.12 -.09 -.55 .59 
              Condition x Var Pos EI 
a
 -2.48 .78 -.68 -3.19 .01 
 
Note: Pre RSQ = Pretreatment Responses to Stress Questionnaire composite score; KSADS 
PTSD = pretreatment Kiddie Schedule for Affective Disorders Post-Traumatic Stress Disorder 
score; Var Pos EI = variability in Positive Emotional Involvement Factor scores; Condition = 
treatment condition; 
a
 = condition coded dichotomously and variable centered before products 
generated   
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Table 15 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Depression Severity 
from Variability in Positive Emotional Involvement Factor Scores, Controlling for Ethnic Minority 
Status 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              S1 BDI-II .20 .51 .21 .45 2.46 .02 
Step 2       
              S1 BDI-II 
.22 
.55 .18 .49 3.08 .01 
              Ethnicity  -12.57 4.27 -.47 -2.95 .01 
Step 3       
              S1 BDI-II 
.01 
.56 .19 .49 2.95 .01 
              Ethnicity -12.19 4.58 -.46 -2.66 .02 
              Var Pos EI  -.66 1.47 -.08 -.45 .66 
              Condition .14 4.51 .01 .03 .98 
Step 4       
              S1 BDI-II 
.06 
.48 .19 .43 2.54 .02 
              Ethnicity  -10.45 4.59 -.39 -2.28 .03 
              Var Pos EI .89 1.75 .10 .51 .62 
              Condition  1.16 4.43 .04 .26 .80 
              Condition x Var Pos EI 
a
 -4.74 3.12 -.32 -2.52 .14 
 
Note: SI BDI-II = Session 1 Beck Depression Inventory – II score; Ethnicity = ethnic minority 
status; Var Pos EI = variability in Positive Emotional Involvement Factor scores; Condition = 
treatment condition; 
a
 = condition coded dichotomously and variable centered before products 
generated   
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Table 16 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Emotion Dysregulation 
from Mean Positive Emotional Involvement Factor Scores, Controlling for Ethnic Minority Status 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              Pre RSQ .20 .60 .21 .47 2.83 .01 
Step 2       
              Pre RSQ 
.32 
.62 .20 .49 3.10 .00 
              Ethnicity  -2.15 1.07 -.32 -2.00 .06 
Step 3       
              Pre RSQ 
.41 
.63 .20 .50 3.19 .00 
              Ethnicity -2.03 1.05 -.30 -1.93 .07 
              Mean Pos EI  .23 .13 .27 1.76 .09 
              Condition -.49 1.04 -.07 -.47 .64 
Step 4       
              Pre RSQ 
.46 
.67 .19 .52 3.43 .00 
              Ethnicity  -1.58 1.07 -.23 -1.48 .15 
              Mean Pos EI .11 .15 .13 .72 .48 
              Condition  -.35 1.02 -.05 -.35 .73 
              Condition x Mean Pos EI 
a
 .48 .30 .28 1.50 .15 
 
Note: Pre RSQ = Pretreatment Responses to Stress Questionnaire composite score; Ethnicity = 
ethnic minority status; Mean Pos EI = mean Positive Emotional Involvement Factor score; 
Condition = treatment condition; 
a
 = condition coded dichotomously and variable centered before 
products generated   
 66 
 
Table 17 
 
Exploratory Hierarchical Regression Analyses Predicting Post-treatment Emotion Dysregulation 
from Variability in Positive Emotional Involvement Factor Scores, Controlling for Ethnic Minority 
Status 
Variable Entered R
2
 B SE (B) β t p 
Step 1       
              Pre RSQ .18 .55 .24 .42 2.26 .03 
Step 2       
              Pre RSQ 
.26 
.58 .24 .44 2.44 .02 
              Ethnicity -1.93 1.21 -.29 -1.60 .12 
Step 3       
              Pre RSQ 
.29 
.60 .24 .46 2.47 .02 
              Ethnicity -2.14 1.28 -.32 -.167 .11 
              Var Pos EI  .11 .41 .05 .26 .80 
              Condition -1.13 1.26 -.17 -.90 .38 
Step 4       
              Pre RSQ 
.49 
.58 .21 .44 2.73 .01 
              Ethnicity -1.43 1.14 -.21 -1.25 .23 
              Var Pos EI .78 .43 .37 1.82 .08 
              condition  -.76 1.10 -.12 -.69 .50 
              Condition x Var Pos EI 
a
 -2.11 .75 -.58 -2.80 .01 
 
Note: Pre RSQ = Pretreatment Responses to Stress Questionnaire composite score; Ethnicity = 
ethnic minority status; Var Pos EI = variability in Positive Emotional Involvement Factor scores; 
Condition = treatment condition; 
a
 = condition coded dichotomously and variable centered before 
products generated  
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Figure 1 
Participant Flow Chart 
 
 
Approached (n = 109) 
Agreed to be contacted (n = 101)
Declined to be contacted (n = 8)
Referred for pretreatment 
assessment (n = 101)
Could not be scheduled (n = 8)
Did not return calls (n = 4)
Adolescent ran away (n = 1)
Refused/changed mind (n = 3)
Assessed for eligibility 
(n = 93)
Met exclusion criteria (n = 50)
IQ exclusion (n = 2)
BDI score exclusion (n = 3)
KSADS depression exclusion (n = 4)
KSADS psychosis exclusion (n = 3)
KSADS bipolar exclusion (n = 4)
KSADS substance abuse exclusion (n = 1)
No CIT endorsed (n = 2)
Suicidality exclusion (n = 3) 
Refused to complete KSADS or other 
pretreatment measures (n = 2)
One or more of the above reasons (n = 26)
Randomized to 
treatment 
(n = 43)
Usual Care (n = 23)
Initiated treatment (n = 21)
Did not initiate treatment (n = 2)
M - CBT (n = 20)
Initiated treatment (n = 16)
Did not initiate treatment (n = 5)
Post-treatment assessments completed (n = 38)
Did not initiate treatment (n = 4)
Initiated treatment (n = 34) 
• m-CBT condition (n = 14)
• UC condition (n = 20) 
Follow-up assessments completed (n = 30)
Did not initiate treatment (n = 4)
Initiated treatment (n = 26) 
• m-CBT condition (n = 11)
• UC condition (n = 15) 
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Figure 2 
Proposed Simultaneous Latent Growth Curve Model of Emotional Involvement and Depression 
Severity  
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Figure 3 
Variability in Positive Emotional Involvement Scores and Post-treatment Depression Severity by 
Treatment Condition 
 
  
Note: Outcome scores graphed, controlling for post-treatment depression severity scores 
(Session 1 Beck Depression Inventory – II); Var Pos EI = Variability in Positive Emotional 
Involvement Factor scores 
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Figure 4 
 
Positive Emotional Involvement Factor Scores and Post-treatment Emotion Dysregulation by 
Treatment Condition 
 
Note: Outcome scores graphed, controlling for pretreatment emotion dysregulation scores. RSQ 
= Responses to Stress Questionnaire composite score; Pos EI = mean Positive Emotional 
Involvement factor scores 
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Figure 5 
 
Variability in Positive Emotional Involvement Factor Scores and Post-treatment Emotion 
Dysregulation by Treatment Condition 
 
Note: Outcome scores graphed, controlling for pretreatment emotion dysregulation scores. RSQ 
= Responses to Stress Questionnaire composite score; Var Pos EI = Variability in Positive 
Emotional Involvement factor scores 
